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Campbell's Urology 


A New Three-Volume Work from Saunders 


51 of the world’s most eminent authorities have col- 
laborated to bring you their proven methods and tech- 
nics in this 3-volume work on urology. Every conceiv- 
able aspect of medical and surgical urologic disease 
in men, women and children is presented here in the 
way that will be most useful to you in the bedside 


care of your patient. 


You’ll find this work quite remarkable in the clear 
way it coordinates the management of urologic dis- 
ease with physiologic mechanisms and morphologic 
pathology. Diagnostic technics are detailed, including 
a chapter on renal angiography. Medical treatment 
is absolutely up-to-date and complete—as is surgical 


treatment, with thorough coverage of every phase of 


the operation. Superb illustrations are coupled with 
the text. 


By 51 Authorities. Edited by Merevirn Campsect, M.S., M. D., F.A.C.S., Emeritus 
Professor of Urology, New York University. 3 volumes, totaling 2564 pages, 6%” x 
9%", 2600 illustrations on 1148 figures. $60.00. 
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hypothyroid and hyperthyroid activity. In therapy it assists him 
in maintaining the euthyroid condition. 
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FILMED FOR YOU 


The value of motion pictures and audio- 
visual aids in medical education has become in- 
creasingly evident in recent years. In view of 
this, the Texas Medical Association is placing 
special emphasis on its motion picture program 
at the forthcoming annual session in Fort 
Worth. A carefully selected group of excellent 
films, many of which will be shown for the 
first time in Texas, will be presented each day 
of the meeting, April 25-27, and a special pro- 
gram of outstanding films is scheduled for Sun- 
day evening, April 24. 

The use of audio-visual materials received its 
greatest impetus during World War II when 
it became necessary to train millions of men 
quickly and effectively. One index of such ac- 
ceptability by the medical profession is evi- 
denced by the answers to a postwar question- 
naire addressed to former Army and Navy 
medical officers by the American Medical Asso- 
ciation in December, 1946. One of the ques- 
tions asked was “What suggestions do you have 


J. T, BILLUPS, Secy., Houston 
L. C. HEARE, Port Arthur 


6. FRANKLIN W. YEAGER, Corpus Christi . C. E, WILLINGHAM, Tyler 
7. DAVID WADE, Austin 
bock 8. JAMES H. WOOTEN, JR., Columbus 
9. 
0. 


E 
. J. WILSON DAVID, Corsicana 
3. R. G. BAKER, Chm., Fort Worth 
. MAYO TENERY, Waxahachie 
H. O. PADGETT, Marshall 


Austin, Texas, January, 1955 


for helping the doctor in service keep up pro- 
fessionally?” In replies from 25,000 former 


Army and Navy physicians, 1 out of every 3 
mentioned motion pictures, which is about the 
same percentage as for lectures. 


Apparently this interest in medical films was 
carried over into civilian life because the Com- 
mittee on Medical Motion Pictures of the AMA 
reports that in 1946 approximately 750 of its 
films were lent to various medical groups. In 
the past calendar year, 2,845 films were dis- 
tributed, an increase of almost 400 per cent in 
eight years. Other distributors of medical films, 
including the Memorial Library of the Texas 
Medical Association, report a similar increase 
in the demand for good medical motion pic- 
tures. Attendance at the motion picture pro- 
grams of the annual and clinical meetings of 
the AMA, as well as of other national medical 
meetings, is on the increase. For example, an 
evening film program at the San Francisco 
meeting in June, 1954, drew a capacity audi- 
ence, and at the last meeting of the American 
College of Surgeons in Atlantic City, more than 
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2,000 attended an evening program of surgical 
films. 


To assure Texas physicians—and their wives 
—of the best possible motion picture program 
for the Texas Medical Association’s 1955 an- 
nual session, Ralph P. Creer, Chicago, secretary 
of the AMA’s Committee on Medical Motion 
Pictures, was invited to plan and execute the 
film schedule. The tentative program for the 
special Sunday evening session at the Texas 
Hotel in Fort Worth will include four films, 
each running thirty minutes or less. “Gout and 
Gouty Arthritis” by Dr. John Talbott of the 
University of Buffalo School of Medicine, 
“Ether Analgesia During Major Surgery” by 
Dr. Joseph F. Artusio of the New York Hos- 
pital, and “Lung Cancer: The Problem of Early 
Diagnosis”. by the American Cancer Society are 
on the agenda as well as a film on mental 
health of special interest to members of the 
Woman’s Auxiliary. Each film will be intro- 
duced by a prominent physician in the field, 
and a moderator will assure continuity. 

Many types of previously unobtainable ex- 
periences are now only as far away as the mo- 
tion picture projector. Physicians arriving in 
Fort Worth early for specialty society sessions, 
Memorial Services of the Association, or other 
meetings will have for the first time an oppor- 
tunity to attend a scientific film program on 
Sunday evening: 


AN EYE ON LEGISLATION 


Legislation is in the foreground this month, 
with many issues meriting the interest and at- 
tention of physicians likely to be presented be- 
fore the United States Congress and the Texas 
Legislature. 

More than 400 bills of definite health and 
medical implications were introduced before 
the Eighty-Third Congress. Of the fifteen key 
medical and health bills, organized medicine 
went on record as favoring eleven, opposing 
two, and taking no stand on two others. It is 


anticipated that physicians again will be con- 
fronted this year with three very important 
issues: the federal reinsurance bill, the Wolver- 
ton bill for federal guarantee of private loans 
to clinics and hospitals, and the expanded so- 
cial security program calling for compulsory 
coverage of physicians. 

The primary purpose of the reinsurance pro- 
gram is to encourage private companies to sell 
more liberal health coverage and at a lower 
cost than presently is possible. According to 
the provisions of this legislation, the federal 
government will reinsure commercial compa- 
nies against three-fourths of their normal losses, 
which might come from selling policies that 
pay the beneficiaries more than is collected in 
premiums. Many physicians and insurance ex- 
ecutives feel strongly that reinsurance does 
nothing to lower the cost of health insurance, 
that it will not make health insurance more 
attractive to persons who can afford the pre- 
miums but have not chosen to do so, and that 
it will not make health insurance available to 
the indigent unless the government provides a 
direct subsidy. These same medical leaders feel 
that physicians have a responsibility to oppose 
this type of legislation, which represents an in- 
trusion by the federal government into a field 
that is being capably handled by private enter- 
prise. 

The Wolverton loan guarantee legislation, 
which failed to move out of committee in the 
past Congress, authorizes federal mortgage in- 
surance of private loans for the construction of 
additional hospitals and related clinics. It re- 
quires that at least 60 per cent of the facilities 
be available for members of group practice pre- 
payment health plans. The most dangerous im- 
plication of this legislation is that the federal 
government would throw its weight behind a 
particular form of medical practice. Group 
practice would be favored at the expense of the 
individual practitioner. 


If physicians were to be included in the so- 
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cial security program, it would mean the pay- 
ment of 3 per cent of the first $4,200 of in- 
come annually to the federal government or 
$126 a year. By 1960 or 1970 it is anticipated 
that this social security tax will be increased 
to 5 per cent on the first $6,000 of income; 
this amounts to $300 a year. According to the 
provisions of social security, only a few physi- 
cians could hope to receive small monthly bene- 
fits upon reaching the age of 65, inasmuch as 
most doctors continue to practice beyond that 
age. There is no objection on the part of or- 
ganized medicine to the voluntary inclusion of 
physicians, but it is believed that each doctor 
should have the privilege to decide for himself 
whether or not he wants the coverage. 

Several other federal bills physicians have 
opposed in the past and probably will continue 
to oppose if the issues are again introduced in- 
clude national health insurance and medical 
care for all military dependents. Also, the 
American Medical Association at its recent 
meeting in Miami went on record as opposing 
the extension of the Doctor Draft Law after 
June 30, 1955. 

On the state level, insurance is one of the 
prime issues expected to come before the Texas 
Legislature. If, as may be anticipated, prob- 
lems relating to professional liability insurance 
enter the consideration, physicians should be 
especially alert. 


The Texas Society of Pathologists is backing 
legislation to have a system of medical examin- 
ers take over the coroner duties presently held 
by the justices of the peace in Texas. The law 
now empowers justices of the peace to rule how 
a person dies and to sign death certificates in 
cases in which they conduct inquests. Murder 
by poison, inserting air into veins, ,suffoca- 
tion, drowning, and several other causes may 
go undetected by the layman coroner, and many 
murders are listed as death from “natural 
causes,” pathologists aver. They point out that 
progressive legislation for a medical examiner 
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system of Texas needs the interest and support 
of the medical profession. 

Another recommendation expected to come 
before the Legislature will call for the alloca- 
tion of $7 per diem to private hospitals for 
treating tuberculous children in the age group 
from birth to 6 years. Hospitals in at least six 
Texas cities will accept children in the earliest 
age range, but the State of Texas at this time 
has no facilities for treatment of such children. 
The Texas Pediatric Society has approved this 
type of legislation. 

It is of utmost importance that individual 
physicians keep abreast of the developments in 
the Legislature and Congress which concern 
health and medicine and make their views 
known to their elected representatives. 


SERVICE TO EVERYONE 


The Physicians Placement Service of the 
Texas Medical Association is in its seventh 
year of aid to the physicians and people of 
Texas as well as to doctors in other parts of 
the country desiring to practice in Texas. This 
service of the central office is for use by Asso- 
ciation members, other Texas physicians, and 
out-of-state physicians. The Physicians Place- 
ment Service also is a clearinghouse for com- 
munities in need of doctors. 


The central office has been helping doctors 
and communities get together since 1946, when 
it worked under the Procurement and Assign- 
ment Committee to find locations for physi- 
cians entering private practice from military 
service. In 1948 the volume of requests be- 
came so large that it required the full time of 
a staff member, who works under the direc- 
tion of the Association’s Council on Medical 
Economics. 

Statistics for the service for 1954 and pro- 
cedures in getting information about a doctor 
or location are given in the organization sec- 
tion of this JOURNAL. 


If a physician needs an associate or wishes 
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to move to another community, he should use 
his Physicians Placement Service—its services 
are his for the asking. 


GOOD ATTENDANCE 


Physicians attending the fourth annual meet- 
ing of county society officials are receiving a 
booklet listing seven factors which contribute 
to good attendance at meetings of county med- 
ical societies. The brochure, published by the 
Texas Medical Association, is the result of an 
analysis of attendance at local meetings. 

Outstanding scientific programs and timely, 
uncomplicated business meetings are of the 
utmost importance to good attendance. Physi- 
cians will attend if there is sufficient interest 
in the meeting; otherwise they will not. Men- 
tioned by county secretaries as contributing 
factors are such things as a limited number of 
meetings, prominent guest speakers, a canvas 
of membership concerning program preference, 
audience participation, brevity of both business 


and scientific programs, and timely and perti- 
nent programs. 


Food and fellowship, advance notice, and 
convenient location also play a part in good 
attendance. Eighty-six per cent of the responses 
to the survey mentioned the serving of food 
and the scheduling of a social hour as con- 
tributing factors in getting the doctors to the 
meetings. Busy physicians need to have ade- 
quate notice of the time, date, and place of 
their meetings so they may plan in advance to 
attend. Some societies have found it helpful 
to send the agenda for the meeting to each 
member as a reminder. A central meeting 
place is essential, especially in societies with 
scattered memberships. Meeting with the wom- 
an’s auxiliary for dinner or a social hour before 
or after the county medical society meetings 
also helps attendance; and when the society 
programs feature socio-economic or other gen- 
eral subjects, inviting the women to participate 
is a nice gesture. 


The other factors listed in the booklet have 
to do with the membership itself—the quality 
of the leadership and the interest of each in- 
dividual physician. “Active doctors seem to 
make active members” was the opinion of one 


county officer. 


The brochure contains much valuable infor- 
mation which is broken down according to 
groups of various sizes. Officers of county 
medical societies would do well to study and 
apply the points discussed in the booklet, and 
each physician should be aware of the con- 
certed effort of the Texas Medical Association 
and its component societies to offer him the 
type program he will want to attend. 


REEVES ISSUES TARRANT HISTORY 


A 78 page book containing the major facts 
in the medical history of Fort Worth and Tar- 
rant County has just been released. Penned by 
Dr. L. H. Reeves, past president of the Texas 
Medical Association and for many years a dis- 
tinguished practitioner in the area about which 
he writes, this book offers a variety of informa- 
tion about persons, organizations, and institu- 
tions which have contributed and are now con- 
tributing to medical care “out where the West 
begins.” 

A history of Fort Worth medicine should be 
of interest to any member of the Texas Med- 
ical Association because the headquarters of the 
state organization were located in that city for 
more than forty years and much of its most 
effective leadership has come from there. Dr. 
Reeves devotes attention to some of these— 
A. P. Brown, W. P. Burts, Bacon Saunders, 
Frank Boyd, I. C. Chase, Holman Taylor, R. B. 
Anderson, all now deceased, and a long list of 
physicians currently holding places of honor 
and trust. 

It would be of considerable interest now 
and great value for the future were it possi- 
ble for Dr. Reeves’ efforts to be duplicated in 
county societies throughout Texas. 
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Tue successful treatment of any type 
of vaginitis requires a careful study of each patient, 
including history and complete physical examination, 
to eliminate any pelvic abnormality other than the 
vaginitis or any generalized disease known to be 
associated with any unusual type of vaginal discharge. 
Various microbial and bacterial agents are known to 
play a major role as etiologic factors in the produc- 
tion of a vaginitis. There always has been a crying 
need for a short term, well tolerated, and clinically 
successful mode of therapy for any one type of the 
well known entities and perhaps to control symp- 
tomatically and clinically two or more of these factors 
occurring together to produce an acute vaginitis. The 
ideal treatment for all of the common types of va- 
ginitis should provide (1) a safe and easy method 
that any patient can follow satisfactorily and with 
voluntary eagerness; (2) a treatment that will not 
necessitate an undue number of office visits for the 
patient; (3) quick, if not immediate, symptomatic 
telief; (4) a relatively short term of therapy; and 
(5) a broad therapeutic effect sufficient to control 
a number of causative agents of vaginitis. 

In recent years numerous therapeutic agents have 
been investigated! ? *. 4 including antibiotics sulfona- 
mides, individual and combined antibacterial chemi- 
cals, surface active agents, and buffering composi- 
tions. Several of these, especially the compound prep- 
atations, have been in many cases as effective clin- 
ically as they had shown themselves to be in the 
laboratory. However, Karnaky? has observed that 
Trichomonas vaginalis, Monilia albicans, and certain 
nonspecific (or bacterial) infections “have become 
or are becoming ‘chemical fast’ to medications pre- 
viously used” with great success. 

With these facts in mind, we in the Obstetrical 
and Gynecological Outpatient Clinic at John Sealy 
Hospital have been interested in the results of clin- 
ical studies conducted by us with the new prepara- 
tions currently being presented to the profession. 

This report deals with our early experiences with 















































































































*A product of Bentex Pharmaceutical Company, Houston. 
tInstructor in Charge, Obstetrical and Gynecological Outpatient 
Clinic, John Sealy Hospital, University of Texas Medical Branch. 











JANUARY, 


TOSS 





mm) 30 PN eS 


A SHORT TERM TREATMENT FOR TRICHOMONAS, 
MONILIAL, AND NONSPECIFIC VAGINITIS 


e e e > 
Preliminary Report of Results with Gyneben 
W. H. TINSLEY, M.D.,+ Galveston, Texas 





one of these newer compounded preparations, Gyne- 
ben, used as a vaginal insert. Each Gyneben sup- 
pository contains: 


Diiodohydroxyquinoline 100 mg. (1% grains) 
Sulfadiazine . 500 mg. (7¥ grains) 
Diethylstilbestrol 0.1 mg. 

Sodium lauryl sulfate . 6.54 mg. 

Tartaric acid 6.0 mg. (1/10 grain) 
Boric acid 120 mg. (2 grains) 
Dextrose 0.66 Gm. (11 grains) 
Lactose 0.66 Gm. (11 grains) 
Lanolin 0.66 Gm. (11 grains) 


SELECTION OF PATIENTS 


During the months of January through June, 1954, 
we conducted clinical studies with Gyneben in the 
Outpatient Clinic; we had no idea of proposing this © 
single medicament or method to the exclusion of 
other good products on the market with an equally 
wide scope and satisfactory ratio, or to any other 
tried and proved method. However, because of our 
rather unusually high level of success during this 
short period, we have reached the conclusion that a 
preliminary report to the profession on this medica- 
tion and on our simplified method of therapy is in- 
dicated. 

In a teaching institution such as John Sealy Hos- 
pital, where a great number of patients are seen, we 
have found it advantageous and enlightening to 
“screen” all of the new preparations for their thera- 
peutic effectiveness. Gyneben has been used in the 
Outpatient Clinic in 32 cases during the six months 
period as sole treatment for Trichomonas vaginalis 
vaginitis, monilial vaginitis, and nonspecific (bac- 
terial) vaginitis. In all cases a definite diagnosis by 
saline suspension, and even occasionally by culture, 
for Monilia has been made before beginning therapy. 

Patients with complaints of abnormal vaginal dis- 
charge of the aforementioned types were all classified 
at the time of their first visit to the outclinic. The 
typical complaints were (1) a moderate to profuse 
discharge from the vagina which was of a foul odor 
as described by the patient; (2) moderate to severe 
burning or itching, most exaggerated at the orifice of 
the vagina; and (3) burning on urination. If the 
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condition was of long standing, there was usually 
excoriation of the labia, of the clitoral area, and over 
the inner surfaces of the thighs. The discharges varied 
from thick and mucinous to watery and clear, were 
yellow to white in color, and often were foamy in 
appearance. The typical white, patchy, thick, mal- 
odorous discharge of monilial infection was rarely 
seen. 


For microscopic identification for diagnosis all dis- 
charges were sampled with a sterile swab from the 
vaginal vault and diluted to make a saline suspen- 
sion; this suspension was then examined under the 
microscope without stain and while still warm. The 
saline solution for the suspension should be kept 
warm or the test tube containing the saline with the 
swab from the vagina in it may be held under run- 
ning warm water for a moment or so. This precau- 
tion should be observed since the Trichomonas va- 
ginalis is extremely sensitive to cold and a positive 
diagnosis hinges not only on the presence of the 
Trichomonads but on their continued motility. This 
suspension also should be examined for number of 
pus cells and desquamated epithelial cells; though 
there are always a few of each of these found in a 
normal saline suspension from the vagina, their num- 
ber greatly increases in any long standing or severe 
vaginitis, especially the vaginitis of the nonspecific 
(bacterial) type. Then, a drop of sodium or potas- 
sium hydroxide solution (10 per cent) should be 
added to the suspension to remove much of the 
debris, and a thorough search made for the Monilia. 
If the investigator is suspicious of a monilial infec- 
tion clinically and the saline suspension fails to re- 
veal the presence of the Candida albicans, the most 
common offender of the monilial group, a sterile 
culture from the vaginal vault on Nickerson’s medi- 
um left at room temperature for a week or incubated 
at 28 to 30 C. for forty-eight hours will confirm a 
definite diagnosis by the presence of a brown to 
black growth on the medium. This medium is in- 
hibitory to all others than the Candida family. 


TREATMENT AND RESULTS 


Upon positive diagnosis of one or more of these 
clinical types of vaginitis, the following treatment 
was begun, accompanied by suitable instructions to 
each patient. The patient was advised, or if neces- 
sary taught, to insert a single Gyneben suppository 
high into the posterior fornix of the vagina early 
each morning and each night upon retiring. In the 
morning, before insertion of the Gyneben, a mild 
acid douche of 2 quarts of warm water with 4 table- 
spoons of white household vinegar was to be used. 

Of the 12 cases treated according to this schedule, 


all of the aforementioned types of vaginitis were 
represented and all 12 patients obtained symptomatic 
relief within two days after beginning therapy. 
Saline suspension tests upon return of the patient to 
the Outpatient Clinic at the end of the twelve day 
period revealed no abnormalities. 


We were amazed to learn that not 1 patient com- 
plained of an abnormal amount of discharge resulting 
from use of the prescribed medication; this had been 
a common complaint with many of the preparations 
we had used previously, particularly those in jelly 
form. There are probably two reasons for this: (1) 
the spreading action of the Gyneben causes a more 
even distribution of the medication over the mucous 
membrane of the vaginal vault; and (2) the pro- 
nounced relief from the constant, nagging burning 
and/or itching at the introitus is made more com- 
plete by the small amount of Gyneben which, upon 


liquefaction at body temperature, reaches the outlet 
of the vagina. 


Following this experience, Gyneben was adminis- 
tered comparatively with three other preparations 
using an identical mode of treatment and length of 
therapy in days for each. This was considered of 
great value in attempting (1) to standardize a mode 
of treatment after such outstanding success of therapy 
in all types of vaginitis seen; (2) to compare results 
of the same regimen with four separate products; 
and (3) to observe what effect, if any, this therapy 
might have on surface infection of the cervix. 


In this group there were 20 cases treated with 
Gyneben. The morning douche was omitted, and the 
patient was instructed to use a Gyneben insert in the 
vagina each morning and each evening for seven 
days. She was then to return to the outclinic for fol- 
low-up studies. As with the previously used regimen, 
unusual relief of symptoms and reversal of abnormal 
vaginal conditions, as proved by a normal saline sus- 
pension from the vaginal vault, were noted in 12 
cases of Trichomonas vaginalis vaginitis, 8 cases of 
nonspecific (bacterial) vaginitis, and 2 cases of 
monilial vaginitis. Also evident was a marked de- 
crease in amount and severity of any surface infec- 
tion previously noted with reference to the cervix. 


PATIENT REACTION 


Careful consideration of the reaction of each pa- 
tient thus treated with Gyneben inserts (both the 
twelve and seven day regimens) failed to reveal any 
abnormal amount of complaint with regard to medi- 
cament or mode of treatment. No signs or symptoms 
of sensitivity or toxicity toward this medication were 
found. Most patients interviewed expressed theif 
thanks, remarking on the ease and shortness of treat- 
ment in comparison to other therapies used in the 
past. Patients usually voluntarily stated that they 


TEXAS State Journal of Medicine 





VAGINITIS—Tinsley—continued 


were completely free of symptoms after only two or 
three days of the regimen. Because of the well known 
difficulty in getting symptom free patients to return 
for follow-up, special instructions were given to each 
patient and we have been fortunate in being able to 
recheck the saline suspension studies at least one time, 
and in many cases several times, in the great majority 
of these cases. Even now, we are not nearly con- 
vinced that the vaginal infection or infestation has 
been completely eradicated. Nevertheless, it is in- 
teresting to note in passing that examination of the 
saline suspension from the vaginal vault of many of 
these patients for the second and even a few for the 
third time revealed no abnormality and each patient 
was still completely symptom free, the greatest lapse 
of time following treatment being six weeks. 

As a general practice, we have suggested the use 
of a mild acid douche daily for one week following 
therapy with a return then to the patient’s normal 
douching habits, usually two to three times weekly. 


CONCLUSIONS 


Our experience with Gyneben in the Outpatient 
Clinic has been promising in all of the commoner 
types of vaginitis seen in any practice and indicates 
that claims made for this product are essentially cor- 
rect. We firmly believe that relief of symptoms and 
reversal of abnormal results with the test of saline 
suspension from the vaginal vault may be obtained 
with a maximum of twelve days of therapy consist- 
ing of one Gyneben suppository inserted into the 
vagina twice each day and that, in the most frequent- 
ly seen types of vaginitis, a seven day course of 
therapy using the vaginal insert night and morning 
will be sufficient. We have not as yet proved that 
reinfection or reinfestation does not occur or that 
these may be held in abeyance longer than after treat- 
ment with older and more complicated methods. The 
recommendation of a mild acid douche each morning 
prior to insertion of the Gyneben into the vagina as 


THROAT CANCER DIAGNOSIS 

Dr. J. Ernst Ayre, of the Miami Cancer Institute, de- 
scribed in the October 23 issue of The Journal of the Amer- 
ican Medical Association a rotating brush which he devel- 
oped for painless early diagnosis of cancer in the throat. 
The Florida physician said that the brush could be used to 
collect cells for use in laboratory tests of visible growths 
in the throat and that no longer does he have to depend 
on surgical removal of cells. 

The physician described the instrument as having a re- 
tractable brush and being curved to fit the throat. The 
bristles sweep rapidly in a full circle and collect a rich con- 
centration of cells, and the procedure is so rapid that irrita- 
tion is brief and no anesthetic is needed, the doctor stated. 
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well as the douching routine following the course of 
medication should be based upon assurance of the 
patient's acceptance of this routine. Warning should 
be given that any douching routine which embodies 
any frequency greater than once per day in many 
cases will predispose to a mechanical inflammatory 
condition of the surface of the vagina secondary to 
abnormal drying of the mucous membranes. 

We are fully aware that a short series such as this 
cannot be considered as final proof of adequacy of 
any medication or method, but this vaginal insert, 
Gyneben, has given results well worth mention to 
the profession as one method to be considered in the 
treatment of the commoner types of vaginitis. 


ADDENDUM 


Since the report of this preliminary series wa$ pre- 
pared, I have gone into private practice and plan to 
continue this regimen with Gyneben for therapy of 
vaginitis in the future. This study comparing four of 
the newer medications is being continued and a later 
report most likely will be made. I have ceased to 
consider it mandatory to make a definite microscopic 
diagnosis in many cases of vaginitis seen in practice, 
particularly when the type of discharge present upon 
speculum examination is typical of one of the well 
known clinical types of vaginitis. My only suggestion 
for improvement in this product is that it be mar- 
keted also as a powder for office vaginal insufflation 
primarily to control the immediate, severe symptoms. 
This variation from a vaginal insert is at present 
being made by the manufacturer of this product. 
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Migraine Headaches May Be Inherited 


Persons whose parents both suffered from migraine may 
have a 70 per cent chance of getting the headaches, too, 
an article in the September A.M.A. Archives of Neurology 
and Psychiatry stated. 

Physicians theorized as far back as 1873 that this kind 
of headache runs in families, and three New York research- 
ers have found in a study that if both parents have head- 
aches, the trait may show up in about 70 per cent of their 
children. The percentage drops to about 17 if only one 
parent suffers migraine headaches, Helen Goodell, B. S.; 
Richard Lewontin, Ph.D.; and Dr. Harold G. Wolff, of 
Columbia and Cornell Universities, reported. 





VESICAL NECK OBSTRUCTION 


IN THE FEMALE 


HUGH F. RIVES, M.D., Jacksonville, Texas 


Tuat the female suffers from vesi- 
cal neck obstruction has long been appreciated by 
the urologist. Folsom* called attention to this con- 
dition under the term “The Female Prostate.” Em- 
mett” has contributed much to the understanding of 


the condition and its treatment by transurethral re- 
section. 


Obstruction of the female vesical neck is appar- 
ently much more common than has been suspected 
previously. The female urethra has been a constant 
sour@e of interest to the urologist, embryologist, and 
pathologist for years. The opinion by Folsom‘, Ren- 
ner,® Young,® and Beneventi! is that this obstruction 
is caused by infection and/or hyperplasia of peri- 
urethral glands in the posterior urethra which are 
homologous to the male prostate. Emmett,? McDon- 
ald,* and MacKenzie® have pointed out that the pa- 
thologic picture does not resemble glandular hyper- 
plasia, but the most constant finding is muscle hyper- 
plasia and evidence of infection. Powell’ has pre- 
sented an excellent clinicopathologic study of the 
female urethra to which the reader may refer on this 
point. The etiology and the pathogenesis of vesical 
neck obstruction is in question. However, this is not 


an important factor in considering the treatment of 
the obstruction. 


The majority of women with vesical neck obstruc- 
tion are past middle life. However, I have operated 
on 4 patients less than 35 years of age. The youngest 
patient was 8 and the oldest 78. Etiologically there 
has been no common denominator. Chronic recurrent 
urethritis with resultant contracture is most often 
mentioned as the principal cause of obstruction. I 
would emphasize again (as have other investigators 
of this subject) the fact that cystocele, per se, almost 
never is the cause of urinary retention, and the repair 
of such a condition, although it may be necessary, 
will not relieve urinary retention. 


SYMPTOMS AND DIAGNOSIS 


The symptoms of vesical neck obstruction are usu- 
ally the same as presented by male patients with 
prostatic obstruction. For this reason alone Folsom’s 
term “female prostate” is valuable and descriptive. 
The most common complaints are frequency and 
hesitancy of urination, nocturia, poor urinary stream, 
and initial and terminal dribbling. Many have the 
feeling of incomplete emptying of the bladder and 
many suffer from incontinence of either the stress or 
overflow type. Usually there is a history of repeated 
courses of so-called conservative treatment with blad- 


der instillations, urethral sounding, and oral medica- 
tion. Although it occurs much less frequently than in 
the male, complete acute retention requiring catheter- 
ization is not uncommon. 


The most common finding is trabeculation of the 
bladder. Every urologist is familiar with the fact that 
many female bladders are indistinguishable from a 
chronically obstructed bladder in the male. The same 
picture of trabeculation, cellule formation, and oc- 
casionally diverticulae is noted. If one had only the 
cystoscopic appearance by which to be guided, it 
would not be possible to state the sex of the patient 
being examined. The appearance of the vesical neck 
itself is deceptive. It may appear contracted and very 
obstructive, and again no obstruction may be appar- 
ent. Occasionally one notes hyperplastic infoldings, 
and rarely the vesical neck has the true appearance 
of a median bar. Again the vesical neck may appear 
entirely normal and even relaxed. Many vesical necks 
appear very obstructive and yet there is no trabecula- 
tion, no residual urine, and a normal urinalysis. The 
appearance of the vesical neck, therefore, in my opin- 
ion, is not dependable and cannot be used as a cri- 


terion for whether or not a resection shall be per- 
formed. 


Residual urine has been and still is considered by 
most urologists as a necessary finding in this condi- 
tion. To be conservative I have insisted on a sub- 
stantial amount of residual urine in all cases. It 
has varied from 60 to 1,000 cc. of urine. Gross in- 
fection of the urine has been present in a majority 
of the cases. Recently Powell’ has suggested that 
many patients with so-called urethritis are in reality 
suffering from mild obstruction of the vesical neck 
even though no residual urine is present. He has re- 
ported excellent results and has carried out minimal 
resection as an office procedure. In view of his work 
we may extend our indications for transurethral re- 
section of the vesical neck. At present I believe that 
the diagnosis should be based on symptoms, bladder 
trabeculation, and the finding of residual urine in 
substantial amounts. 


TREATMENT 


All patients should have a complete urologic in- 
vestigation before instituting treatment. Emmett has 
noted dilatation of the upper urinary tract in 13 out 
of 52 cases of vesical neck obstruction. Because of 
the age group usually encountered, one must rule out 
tumor, and because of the obstructive lesion, dilatation 
of ureter, pelvis, and calices. Stone disease in the up- 
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per urinary tract should be ruled out. Nearly all pa- 
tients deserve a trial of conservative office treatment 
with urethral dilatation and chemotherapy. The pa- 
tient should be carefully followed as this form of 
therapy is often only temporarily palliative. 

In those patients who have a recurrence of their 
symptoms and of residual urine, transurethral resec- 
tion of the vesical neck should be performed. The 
resection should completely encircle the vesical neck, 
and tissue should be removed from the entire circum- 
ference. The proximal one-third of the female urethra 
may be resected without fear of incontinence. The 
depth to which the resection may be carried depends 
on the individual case, but care must be taken not to 
cut too deeply in the floor of the urethra. Palpation 
through the vagina aids in determining the thickness 
at the vesical neck. It is better to remove too little 
than too much. 

The Thompson resectoscope has the advantage of 
not leaving any tissue to slough after resection. As 
Buchtel® pointed out in his paper on transurethral 
resection in children, the surgeon can remove exactly 
the amount of tissue he thinks should be removed 
with no danger of later slough and fistula formation. 
Again with this instrument it is extremely difficult 
to cut too deeply into the bladder wall. The knife 
will not cut bladder wall easily and the resectionist 
can back away. 

These patients may require several resections to re- 
lieve them completely of residual urine, but in the 
majority of patients a satisfactory result is immedi- 
ately obtained. It is important, however, that the pa- 
tient understand that multiple resections may be nec- 
essary and that the urologist feel no hesitancy in re- 
resecting the vesical neck in a patient who does not 
immediately obtain a good result. To attempt ex- 
planation of a poor result by speaking of atonic blad- 
der or indeterminate cord bladder (a loose term used 
only to condemn it) is only to beg the question. A 
te-resection, in all probability, is indicated. 

The results of treatment have been encouraging 
both to me and others who have written on this sub- 
ject (Emmett,? Powell,” Folsom‘). 


CASE REPORTS 


CASE 1.—Miss J. M. F., aged 60 years, was admitted to 
the hospital March 29, 1949, with the chief complaint of 
urinary incontinence for the past year. The incontinence 
was of the overflow type. ‘ 

The urine was negative microscopically and the culture 
was negative. The blood urea nitrogen was 21 mg. per 100 
cc. There were 250 cc. of residual urine. 

Cystoscopy revealed a contracted vesical neck, marked 
trabeculation of the bladder, and cellule formation. With 
a small Thompson resectoscope the entire circumference of 
the vesical neck was resected and 5 Gm. of tissue removed. 
In forty-eight hours the catheter was removed, after which 
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time the patient voided well in amounts up to 300 cc. and 
there was a residual of 100 cc. on three different occasions. 
She was able to remain dry except for occasional urgency 
incontinence and was dismissed on the sixth postoperative 
day. The patient was followed at the office, and one month 
later she had complete urinary control and the residual 
urine measured 30 cc. 

The pathologic report was as follows: “Microscopic sec- 
tion of tissue from the vesical neck reveals some benign 
squamous epithelium with infoldings which is typical of 
cystitis cystica. There are also numerous bundles of muscle 
fibers and a few submucosal nodules of lymphoid tissue. 
There is no evidence of malignancy.” 

The final diagnosis was cystitis cystica. 


CASE 2.—Mrs. A. M., aged 73, was seen April 27, 1949, 
because of frequency of urination and dysuria. She stated 
that she had nocturia with urination four to six times 
nightly, hesitancy, poor stream, dribbling, and terminal 
dysuria. The blood urea nitrogen was 16.5 mg. per 100 cc. 
and the urinalysis was negative. 

The patient was treated with Sirenium, sedatives, and 
suggestion for a long period. Urologic consultation was re- 
quested because the frequency, nocturia, and dysuria did 
not respond to the aforementioned management. Residual 
urine was checked and found to be 350 cc. It was deter- 
mined twice daily for several days and varied between 250 
and 400 cc. Cystoscopy revealed the bladder neck to be 
moderately obstructive with apparent proliferation and 
mounding up of the subtrigonal glands. This had the ap- 
pearance of a ball type of median lobe prostate enlargement. 
The bladder was trabeculated. Under Pentothal Sodium 
anesthesia the entire circumference of the vesical neck was 
resected, 6 Gm. of tissue being removed. An 18 bag catheter 
was left in the.bladder. The pathologic report labeled the 
specimen subacute inflammatory tissue from the vesical neck. 

The postoperative course was uneventful. After four days 
the patient had nocturia of one time, voided a good stream, 
but had occasional urgency incontinence. She was dismissed 
on the fifth postoperative day, and ten days later she had 
nocturia of one time, with no urgency and no dysuria. Resi- 
dual urine was 20 cc. 


CASE 3.—Miss M. B., aged 67, was admitted to the hos- 
pital April 16, 1949, with a chief complaint of inability 
to void. About six years before she began to have fre- 
quency, dysuria, dribbling, and nocturia of three to five 
times. The patient's condition became progressively worse, 
culminating in complete retention, and for the past two 
years she had had to be catheterized two to three times 
daily. She had recurrent episodes of chills and fever and 
became generally much weaker, spending much of her time 
in bed. The urine was frequently so thick with pus that it 
required several catheters to empty her bladder as they 
would plug with debris. She was referred to me by her 
niece, a nurse, whose lot had been the unhappy one of 
catheter attendant. 

Urine examination revealed a trace of albumin; the sedi- 
ment was loaded with pus cells, and the Gram stain re- 
vealed gram-negative bacilli. Urine culture showed a heavy 
growth of Escherichia coli. Blood urea nitrogen was 38 
mg. per 100 cc. The excretory urogram revealed the upper 
urinary tract to be negative. 

An 18 bag catheter was placed in the bladder, and 450 
cc. of thick purulent urine was obtained. Continuous blad- 
der drainage was maintained, and after two days of high 
fluid intake (4,000-5,000 cc. daily) the urine was grossly 
clear. 

Cystoscopy revealed an obstructive vesical neck with 
marked trabeculation and cellule formation in the bladder. 
Under Sodium Pentothal anesthesia the entire circumference 





10 
VESICAL NECK OBSTRUCTION — Rives — continued 


of the vesical neck was resected, and from the four to eight 
o'clock position the resection was carried several bites deep. 
Nine Gm. of tissue was removed, and the pathologic report 
was “benign fibrous prostatitis.” Slides were sent to Dr. 
McDonald of the Mayo Clinic, who reported the vesical 
neck showing considerable fibrosis with no evidence of 
glandular structure. 

Postoperatively the patient had a smooth course. The 
catheter was removed on the third postoperative day, but 
the patient was totally incontinent. The catheter was re- 
placed and removed again on the sixth postoperative day. 
At this time she had stress incontinence but was able to 
void in amounts up to 150 cc. Three days later she voided 
in amounts up to 350 cc. and had no incontinence. She 
was dismissed on the tenth postoperative day with no resi- 
dual urine and with nocturia of two times and was able 
to void a good stream with good control. Six weeks later 
she had no nocturia, voided easily with excellent control, 
and was leading a normal life. 


CASE 4,—Sister M. 1., aged 32, was admitted to the hos- 
pital July 20, 1950, with the chief complaint of incon- 
tinence. She had a long history of genitourinary difficulties. 
Three years previously she had had a nephropexy performed 
elsewhere. A complete urologic investigation was made 
prior to the nephropexy, and she had no residual urine at 
that time. One year later, because of vaginal bleeding, she 
had a dilatation and curettage, followed by a total abdom- 
inal hysterectomy. At this time she was having nocturia 
and at cystoscopy mild trabeculation was noted, but the 
residual urine was not checked. Three months later she 
began having hesitancy, poor stream, and dribbling and 
was seen by a urologist, who found that she had 1,000 cc. 
of residual urine. A transurethral resection of the vesical 
neck was performed, but she could not empty her bladder 
and she had recurrent episodes of acute urinary tract infec- 
tion. Next a presacral neurectomy was done without any 
benefit. Again a transurethral resection was performed, but 
she continued to have 500 to 750 cc. of residual urine and 
overflow incontinence most of the time. She was dismissed 
with the advice to catheterize herself twice daily. 

Upon the patient’s current admission to the hospital 
urinalysis revealed 10 to 15 white blood cells per high 
power field, and the Gram stain showed gram-negative 
bacilli. The urine culture was reported positive for E. coli. 
An excretory urogram revealed the upper urinary tract to 
be negative. There were 500 cc. of residual urine. 

Cystoscopy revealed marked trabeculation of the bladder 
with cellule formation. The appearance of the vesical neck 
was particularly interesting and informative. The two pre- 
vious resections were evidently carried out from the three 
to nine o'clock position and the upper half of the circum- 
ference had not been resected. The lower half of the vesical 
neck was well resected, and the upper half dropped into the 
lower half so as almost to occlude the internal urethral 
opening. 

Under Pentothal Sodium anesthesia the vesical neck was 
resected with the small Thompson resectoscope. The resec- 
tion was almost completely limited to the upper half of the 
vesical neck in the proximal third of the urethra. Two 
grams of tissue were removed. 

The pathologic report was fibrous inflammatory tissue 
from the vesical neck. 

Postoperatively the course was uneventful. The catheter 
was removed in forty-eight hours, and the patient voided 
well in amounts up to 250 cc. with slight urgency incon- 
tinence. Two days later she voided in amounts up to 400 
cc. with no urgency, but occasional stress incontinence. She 


was dismissed on the fifth postoperative day with 75 cc. of 
residual urine and was followed at the office. One month 
later she had 150 cc. of residual urine, voided easily, had 
no incontinence, but continued to have a low grade infec- 
tion with E. coli. Three months later she had 200 cc. of 
residual urine, and a re-resection was done removing 2 Gm. 
of tissue from the entire circumference but mostly anteriorly, 

Forty-eight hours after the operation the catheter was re- 
moved and the patient voided easily in amounts up to 300 
cc. She was dismissed on the fourth postoperative day with 
5 cc. of residual urine and slight stress incontinence. Two 
months later she had no residual urine, voided easily with 


good control, was gaining weight, and was carrying out nor- 
mal activities. 


CASE 5.—Sister M. A., aged 73, was admitted to the 
hospital August 5, 1950, with the chief complaint of fre- 
quency of urination and nocturia. The patient had been 
seen first in the office July 5, complaining of frequency, 
voiding small amounts, nocturia (seven to eight urinations 
nightly), and dribbling. Complete urologic investigation 
revealed the upper urinary tract to be urographically nega- 
tive. Cystoscopy showed 475 cc. of residual urine, trabecula- 
tion, and cellule formation in the bladder with no apparent 
obstruction at the vesical neck. There was a low grade in- 
fection with E. coli which was treated with Gantrisin, and 
the urethra was dilated at weekly intervals. There was no 
improvement in the residual urine after one month, and 
the patient was hospitalized. 

On admission of the patient to the hospital urinalysis 
revealed 12 to 15 pus cells per high power field, and the 
culture was reported positive for E. coli. 

With the patient under Sodium Pentothal anesthesia the 
entire circumference of the vesical neck was resected with 
the small Thompson resectoscope. There was more tissue 
anteriorly than was suspected and 4 Gm. of tissue were 
removed. 

The pathologic diagnosis was hyperplastic smooth muscle 
and inflammatory tissue from the vesical neck. 

The catheter was removed forty-eight hours postopera- 
tively. The patient voided poorly and had 250 cc. of resi- 
dual urine. The catheter was replaced and removed again 
on the fifth postoperative day. The patient voided up to 
75 cc. and had 250 to 300 cc. of residual urine. 

Resection was resorted to again with more tissue being 
removed anteriorly and a small amount around the remain- 
der of the circumference of the vesical neck. This carried 
the resection to almost the middle of the urethra. 

On the third postoperative day the catheter was removed 
and the patient voided easily in amounts up to 350 cc. of 
urine. The residual was checked and none was present on 
three different occasions. The patient was dismissed on the 
twelfth postoperative day. Six weeks later she had no resi- 
dual urine, urinated once nightly, and voided easily with a 
good stream and good control. The urine was grossly crys- 
tal clear. 


CASE 6.—L. L. D., aged 8, was admitted to the hospital 
October 2, 1950, with a chief complaint of enuresis and 
incontinence. This child was first seen in the office July 
12. The history had to be obtained from the parents as 
the child was so reticent and rebellious that she would not 
talk. She had suffered from enuresis since birth and for the 
past three years had been wetting her underwear during 
the day. An excretory urogram revealed the upper urinary 
tract to be negative, except that there was retention in the 
excretory cystogram on the voiding film. Urinalysis re 
vealed 30 to 40 pus cells per high power field and the 
Gram stain showed gram-negative bacilli. 

Cystoscopy was carried out under local anesthesia, and 
it was noted that the bladder was trabeculated. There ap- 
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VESICAL NECK OBSTRUCTION — Rives — continued 


peared to be a median bar type of obstruction at the vesical 
neck. There were 75 cc. of residual urine. 

The patient was treated conservatively with chemotherapy 
and urethral dilatation. There was no improvement. She 
continued to have 60 to 90 cc. of residual urine. 

The urinalysis when the child entered the hospital showed 
8 to 10 pus cells per high power field with a positive E. coli 
culture. 

On October 2, using nitrous oxide, oxygen, and ether 
anesthesia, a transurethral resection of the vesical neck was 
performed. The Thompson infant resectoscope was used, 
and only three or four bites of tissue were removed from 
the previously noted median bar. This allowed the vesical 
neck to open widely. A 16 bag catheter was left in the 
bladder. 

After two days the catheter was removed. The child 
voided well in amounts up to 175 cc. and had no leakage 
of urine. She was dismissed on the fourth postoperative 
day with 20 cc. of residual urine, but was voiding easily 
with good control. She continued to have 10 to 25 cc. of 
residual urine, but had no further enuresis, and the urine 
remained uninfected. 


SUMMARY 


These cases have not been reported because they 
are unusual. Obstruction of the vesical neck is not 
uncommon. The history is essentially that of prostatic 
obstruction. The embryology and pathology are de- 
batable issues but have no influence on the treatment 
of choice. 

In patients with residual urine of substantial 
amounts conservative treatment most often yields 





Voluntary Health Insurance 


The Health Insurance Council’s eighth annual survey on 
the extent of health insurance in the United States shows 
that Americans with voluntary health insurance protection 
now number more than 1,000,000. The Council reports that 
at the end of 1953, more than 60 per cent of the total 
United States population was covered. As of mid-Novem- 
ber, 102,000,000 persons had voluntary insurance against 
hospital expenses, about 88,000,000 carried surgical expense 


protection, and 47,000,000 had basic medical expense pro- 
tection. 


During 1953, 3,742,000 Texans were covered against 
hospital expenses, 3,581,000 against surgical expenses, and 
1,629,000 against medical expenses. Even though the in- 
crease was not as large as the over-all average increase for 
the United States, it was up from the 1952 figures for 
Texas which were 3,286,000 against hospital expenses, 
3,074,000 against surgical expenses, and 1,368,000 against 
medical expenses. 

The two and a half billion dollars of health insurance 
claims paid in 1953 exceeded the benefit payments of the 
previous year by a gain of 20 per cent. 


Of the aggregate benefit payments in 1953 by all forms 
of voluntary health insurance, 56 per cent of the total came 
from the insurance companies, Blue Cross and Blue Shield 
type plans paid nearly 37 per cent of the total, and inde- 
pendent plans paid the remaining 7 per cent. 

Major medical expense insurance, the newest form of 
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unsatisfactory results. Formerly, hesitancy to resect 
the vesical neck in this type of patient was born of 
fear of incontinence, poor results, and fistula forma- 
tion. As experience accumulates, these fears do not 
have foundation to contraindicate this procedure. 

Every patient with an obstructive history should 
have a check of residual urine, and when it is present 
in substantial amounts (60 cc. plus), transurethral 
resection of the vesical neck is the treatment of choice. 
It must encircle the entire circumference of the vesi- 
cal neck, and particular attention must be paid to 
the anterior tissue. 
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voluntary health insurance, is shown by the survey to pro- 
tect more than 1,000,000 persons against the costs of catas- 
trophic illness. This is a gain of nearly 80 per cent during 
the last year. 


1954 DEATH RATE LOWEST YET 


The 1954 death rate is the lowest on record for any year, 
statisticians of the Metropolitan Life Insurance Company 
reported. Five per cent lower than the previous low, the 
death rate in 1954 was 9.2 per 1,000 population. For the 
past seven years, the death rate has been less than 10 per 
1,000. 

The lowering of mortality of tuberculosis, influenza, and 
pneumonia was partly responsible for the lowering of the 
overall percentage for 1954. The study showed that there 
have been no significant changes in the death rate from the 
major chronic diseases, and mortality from poliomyelitis in 
1954 was about the same as in 1953. Though the fatal 
accident death rate was lowered, the homicide rate rose 
from the figure of a year ago. Both infant mortality and 
maternal mortality continued to decline to new low levels, 
the statisticians reported. 


New movies recently purchased for the Memorial Library 
of the Texas Medical Association are “A Bronchoscopic 
Clinic’ by Dr. Paul Holinger and “Artificial Respiration, 
The Back Pressure—Arm Lift Method.” 





Congenital Renal Anomalies 


ROBERT F. THOMPSON, M. D., 


Rena anomalies occur frequently, 
and these deviations from normal assume many dif- 
ferent forms. They are of great clinical importance 
and account for about 40 per cent of all pathologic 
conditions which develop in the kidney. About 10 
per cent of all persons are born with some degree of 
genito-urinary tract malformation. Many of the 
anomalies give no symptoms during the patient's 
lifetime, but this is exceptional. The anomalous kid- 
ney may produce any symptom, yet pain is the one 
most frequently encountered. It may produce symp- 
toms without the presence of associated renal disease. 
The usual secondary findings in malformed kidneys 
are infection, hydronephrosis, and calculus. 


The anomalous kidney by necessity is more prone 
to disease than is the normal organ, since it usually 
is obstructed to some extent and does not drain well. 
This varying degree of stasis invites infection and 
calculus formation. 


In former years anomalies of the kidney and 
ureters usually were found at the time of operation 
or at autopsy. With the advent of better diagnostic 
methods and the widespread employment of retro- 
grade and intravenous urography, these conditions 
are easily recognized now and discovered more fre- 
quently. The most satisfactory method of demon- 
strating abnormalities of the upper urinary tract is 
by bilateral retrograde ureteropyelography. 

More than 100 types of urinary tract anomalies 
have been described. They may occur singly or in 
combination with other types of abnormalities. Thus 
a great variety of unusual and interesting roentgen- 
ray findings aré possible. 

The embryology of the urinary tract is rather com- 
plex, and improper development of the tract in fetal 
life accounts for the many types of malformations. 
The embryologic details are not to be considered in 


this presentation, only the results of such improper 
development. 


CLASSIFICATION 


Congenital renal anomalies are classified by Camp- 
bell as follows: 


I. Anomalies of number. 
1. Bilateral agenesis. 
2. Unilateral agenesis (solitary kidney). 


3. Supernumerary kidney. 


II. Anomalies of volume and structure. 
1. Hypoplasia. 


Condensation of a discussion and slide presentation at the Annual 
Meeting of First District. Medical Society,' Pecos, February 12, 1954. 
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Congenital hypertrophy. 
. Solitary cystic disease. 
4. Multilocular cystic disease. 
5. Polycystic disease. 
. Anomalies of form. 
1. Short, long, round, hour-glass, or lobulated 
kidneys. 
2. Horseshoe kidney. 
3. Disk or doughnut kidney. 
4. Sigmoid kidney or L shaped kidney. 
5. Lump kidney. 
Anomalies of location. 
1. Simple ectopia. 
a. Unilateral. 
b. Bilateral. 
2. Crossed ectopia with or without fusion. 
3. Movable kidney. 
Anomalies of the pelvis. 
1. Double kidney. 
a. Unilateral. 
b. Bilateral. 
c. Complete reduplication. 
d. Incomplete reduplication. 
Pseudo-spider form. 
Congenital hydronephrosis. 
. Extrarenal pelvis. 
Anomalies of the vessels. 
1. Arterial. 
2. Venous. 


SUMMARY AND CONCLUSIONS 


A few instances of the more common renal anom- 
alies are illustrated. The usual symptom is that of 
pain and the other clinical findings relative to infec- 
tion, hydronephrosis, calculus disease, cyst, and so 
forth. Gastrointestinal symptoms are often present, 
also. 

The diagnosis is readily made by pyelography. 
Intravenous urography may indicate the presence of 
an anomalous condition, but bilateral retrograde 
ureteropyelography is preferable for obtaining a com- 
plete understanding of the condition. 

The treatment is usually surgical depending upon 
the exact findings as disclosed by complete urologic 
investigation. However, if infection alone is present, 
many such cases can be benefited greatly by cysto- 
scopic lavage, together with the use of antibiotics. 
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FIG. 1a. Malrotation of the right kidney with frequent pyelone- 
phritis. 

b. Nephroptosis of the right kidney, subject to periodic pyelone- 
phritis. 
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c. Congenital hydronephrosis of the left kidney, infected and 
functionless. 

d. The congenital’ hydronephrosis specimen removed at opera- 
tion in the case of c. 
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Fic. 2a. Double left kidney with two complete ureters, subject c. Double left kidney with two complete ureters and malrotation 
to periodic infection and pain. of the right kidney, subject to periodic pyelonephritis. 

b. Double kidney with incomplete reduplication of ureters, lead- d. Double kidneys and double ureters, with a history of periodic 
ing to periodic pyelonephritis. renal pain and infection. 
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FiG, 3a. Solitary cystic disease of the right kidney, causing pain in c. Horseshoe kidney, with a history of backache and periodic 
the loin. pyelonephritis. 

b. Specimen of the solitary cystic kidney from @ removed at op- d. Horseshoe kidney, causing severe backache relieved by division 
eration. of the isthmus. 
e. Sigmoid or L shaped kidney, subject to periodic infection. 
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Anorectal Complications of Broad Spectrum 





Antibiotic Therapy 


Mosr of us are aware of the unde- 
sirable side effects of the broad spectrum antibiotics 
—the anal pruritus, the monilial infections, and the 
more recently recognized fulminating staphylococcic 
enterocolitis. But even so, it is time well spent to 
pause occasionally and reappraise the situations cre- 
ated by these drugs. 


In 1941, when the first antibiotic became avail- 
able, a new era in medicine began. Soon, however, 
it became obvious that these agents were a double- 
edged sword. While striking out at a parasite, it was 
possible to injure the host. Penicillin, orally, since it 
was not irritating chemically and did not alter ap- 
preciably the flora of the bowel, was seldom known 
to produce gastrointestinal complications. But in 
1948, with the introduction of Aureomycin, these 
complications appeared. It was thought at first that 
all of these undesirable side effects were the result 
of chemical irritation of the bowel and were related 
to dosage. Reduction of the dosage did eliminate 
some of these side effects; however, an appreciable 
number yet remained. Chemical irritation of the 
bowel and anal region does occur following the use 
of Terramycin and Aureomycin in their hydro- 
chloride form. Accordingly, minor excoriations and 
fissures of the anal canal appear following their use. 

Observations have been made which have revealed 
that when a patient is on a schedule of 250 mg. of 
these drugs every six hours, the drugs appear in the 
feces, in a biologically active form, in a concentration 
of 1.2 mg. per cubic centimeter of wet stool or ap- 
proximately 10 to 25 per cent of the amount in- 
gested. If the amphoteric form of Terramycin is used, 
these side effects appear less frequently. Later, when 
Monilia was found in increased numbers in the bowel 
of patients receiving these drugs, it was thought that 
this organism was the cause of the trouble. However, 
it soon became apparent that although these patients 
frequently had massive numbers of Monilia in the 
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bowel, clinical and histologic moniliasis seldom was 
present. 


More recently and particularly in areas where the 
drugs have been used extensively, it has been found 
that resistant strains of Staphylococcus albus flour- 
ished in the bowel of persons on broad spectrum 
antibiotic therapy, frequently producing a fulminat- 
ing and fatal enterocolitis. 


It is astonishing how many patients date the onset 
of their chronic anal pruritus with a course of one of 
the broad spectrum antibiotics. The perianal skin 
changes are identical with the conventional idio- 
pathic type of pruritus ani. The implications are not 
fully understood at present, but it is possible that a 
change in the hydrogen ion concentration of the 
bowel contents as a result of a change in the bowel 
flora liberates alkaline enzymes which continue to 
irritate the anal and perianal skin. 


At present, some type of side effect appears in ap- 
proximately 65 per cent of patients receiving some 
of the broad spectrum antibiotics. Of these side ef- 
fects, 20 per cent relate to the bowel and 38 per cent 
to the anorectal region. My experience has led to 
the observation that there are four types of side ef- 
fects of the lower intestinal tract produced by broad 
spectrum antibiotics, as follows: 

I. Toxic or chemical. 
A. 1 roctocolitis. 
B. Anal and perianal dermatitis. 

II. Monilial infections. 
A. Proctocolitis. 
B. Anal and perianal moniliasis. 

III. Bacterial infections. 
A. Proctocolitis or enteritis. 
B. Perianal and perirectal infections (cryptitis, 

abscess, and fistula). 

IV. Idiopathic pruritus ani. 

Certain conditions seem to predispose to these side 
effects. Chronic diseases, senility, diabetes, malnutri- 
tion, and vitamin deficiency, all tend to increase their 
incidence. The essential cause, however, is the pres- 
ence in the bowel of a broad spectrum antibiotic in 
a sufficient concentration to alter significantly its 
flora or to injure the bowel. Some of these organisms 
resistant to the drug seem to grow out and become 
pathogenic to the bowel. But, there are yet some im- 
ponderable questions which may arise. Why do these 
side effects occur frequently in conjunction with the 
use of some broad spectrum antibiotics, yet rarely 
occur during the use of others? It appears that those 
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drugs which are most irritating to the bowel and most 
freely absorbed from its lumen are the ones most 
incriminated. 

The gastrointestinal tract harbors a great many 
microorganisms, the number and character varying 
with the segment concerned. In their normal habitat, 
they may perform useful functions including partial 
digestion of complex food stuffs; synthesis of certain 
vitamins; and by virtue of the antibiotic-like antag- 
onisms of the normal flora, the suppression or elimi- 
nation of ingested disease-producing microorganisms. 
This indigenous flora does not damage the host, un- 
less predisposing factors upset the functions which 
normally restrain it. Disturbance of the normal host- 
parasite relationship may occur under a variety of 
circumstances, including broad spectrum antibiotic 
therapy, which may permit preferential growth of 
certain microorganisms, such as Monilia, Staphylococ- 
cus aureus, Pseudomonas, and Proteus, and may result 
in one of the side effects described. 


DIAGNOSIS AND TREATMENT 


The diagnosis of these side effects is suggested by 
the history of broad spectrum antibiotic therapy. In 
proctocolitis or enteritis there may be nausea and 
vomiting, abdominal cramps, tenesmus, diarrhea, 
green stools, bleeding through the rectum, shock, and 
cardiovascular collapse. In anal and perianal involve- 
ment there are burning pain at the time of stools, 
anal itching, skin abrasions, mucopurulent exudate, 
and bluish-red hyperemia with indefinite margins. 
Endoscopically, in toxic and bacterial proctocolitis, 
there is a hyperemic ulcerated mucous membrane 
containing mucopurulent exudate. In the monilial 
disease there is a hyperemic edematous mucous mem- 
brane containing whitish-green plaques. 

The laboratory diagnosis of moniliasis often is 
made by a Gram stain; however, a Sabouraud culture 
may be necessary. It is advisable to confer with the 
laboratory as to what organism is suspected so that 
the proper medium may be used; otherwise, in a 
routine study a medium which is suitable only to the 
Salmonella-Shigella group may be used. Cutaneous 
moniliasis readily is demonstrated in a suspension of 
20 per cent potassium hydroxide. The Monilia is 
seen as a solid mass of budding cells and filaments. 

Obviously before beginning treatment of these side 
effects, an exact diagnosis must be made to deter- 
mine which one of the side effects is present. Cer- 
tain precautions governing the use of the broad spec- 
trum antibiotics will tend to prevent and modify in 
some instances many of the side effects. These anti- 
biotics should be used only in diseases in which they 
are the drug of choice and other drugs are known to 
be less effective. They should not be used indis- 
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criminately, particularly in the treatment of non- 
descript diseases. Lactinex tablets should be. used in 
conjunction with the broad spectrum antibiotics in 
an effort to maintain a normal bowel flora. At the 
first sign of intolerance, such as nausea and vomit- 
ing, abdominal pain, diarrhea, and anal or perianal 


burning or itching, the broad spectrum antibiotic 
should be discontinued. 


In the bacterial and toxic involvement of the bowel, 
the antibiotic in use should be discontinued and stool 
culture carried out. Occasionally in the fulminating 
cases, erythromycin or neomycin given empirically 
may be life saving, and hydrocortisone parenterally 
is also of great value. Sensitivity tests are carried out 


on the predominating organism isolated from the 
stool. 


The treatment of intestinal and cutaneous moni- 
liasis is much more dramatic in its results. For the 
past two years the clinical results of sodium caprylate 
have been under observation in the treatment of 
this disease. This unsaturated fatty acid compound 
has been in use topically for some time but is soon 
to be released for oral use. The results over a period 
of two years in the treatment of clinically proved 
intestinal moniliasis are shown in table 1. This drug 
given by mouth in doses up to 400 mg. four times 
daily rapidly removed all clinical symptoms and en- 
doscopic findings of moniliasis. Yet, in no instance 
were side effects encountered. It is by far the most 
satisfactory oral moniliacide I have used. 


TABLE 1.—Results of Treatment of Moniliasis with Sodium 
Caprylate (Kaprylex) for Two Years. 


No. Patients Excellent Results Poor Results 
104 96 8 


Perianal cutaneous moniliasis offers little difficulty 
in treatment. Search should be made for bowel and 
vaginal disease of the same origin and this treated to 
avoid repeated reinfection. In the acute stage sooth- 
ing wet dressings and ultraviolet light are used, fol- 
lowed by topical applications of a 10 per cent solu- 
tion of sodium caprylate or Castellani’s paint. Ingui- 
nocrural disease may be treated in the same manner. 

The chronic anal pruritus, anal irritations, and 
sensitivity reactions that often follow a course of 
one of the broad spectrum antibiotics are usually of 
more consequence to the patient than the disease for 
which the drug was administered. Treatment should 
begin with wet dressings and irrigations with some 
nonirritating antibacterial solution such as Furacin. 
The most common error seems to be the use of irri- 
tating drugs on tissues which are already greatly dis- 
turbed. The most gratifying results in treatment are 
secured with the use of Rectasone, a preparation 
combining hydrocortisone acetate and benzalkonium 
chloride. This preparation was used for the anal 
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irritations following broad spectrum antibiotic ther- 
apy over a period of two years (table 2). 


TABLE 2.—Results of Two-Year Treatment of Anal Itching 
and Irritation with Rectasone. 
No. Patients ; 
78 


Excellent Results _ Poor Results 
i: rae 


The broad spectrum antibiotics have been a great 
blessing to mankind. The dangers inherent in their 
side effects should in no way detract from their 
therapeutic value. However, an alertness to their side 
effects will obviate many therapeutic tragedies. 


SUMMARY 


Certain broad spectrum antibiotics produce side 
effects in the lower intestinal tract. These drugs are 
usually irritating chemically to the bowel, and those 
which are absorbed best from the gastrointestinal 
tract seem to be incriminated most. Large amounts 






Liver Function Studies After Prolonged 


of some of these drugs, unabsorbed from the bowel, 
are excreted in the feces in a biologically active form 
and irritate the anal and perianal skin. Certain micro- 
organisms, resistant to the antibiotic being used, may 
grow out in the bowel in sufficient numbers to pro- 
duce a fulminating and frequently fatal enteritis. 
Monilial proctocolitis and anal moniliasis do occur 
but not as frequently as formerly reported. Correct 
treatment of the side effects of broad spectrum anti- 
biotics involving the lower intestinal tract demands 
exact diagnosis. Results of treatment of intestinal 
moniliasis, anal pruritus, and irritations are reported. 
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Coumarin Therapy 


Ever since K. P. Link and his asso- 
ciates identified Dicumarol as the active hemorrhagic 
factor of spoiled sweet clover and described its pro- 
thrombin reducing properties, numerous investigators 
have attempted to evaluate its effect on the liver by 
means of various liver function tests and by noting 
morphologic changes of autopsy material. It is well 
known that prothrombin is produced mainly, or per- 
haps exclusively, in the liver, and it is assumed to be 
formed by a combination of a protein substance with 
the vitamin K which acts as a prosthetic group.” 
Dicumarol, having a chemical structure similar to 
vitamin K, seems to compete with it in this reaction 
by either stopping the production of prothrombin or 
producing a chemically altered substance with less 
prothrombin activity. This drug, however, also might 
influence accelerating and inhibiting substances to 
this chemical reaction.’* It is universally agreed that 
Dicumarol is stored mainly in the liver, and this fact 
has been confirmed by tracer studies using anticoagu- 
lant labeled with radioactive carbon (C!*) .8 

On the basis of these findings, the question has 
been raised by various investigators as to Dicumarol’s 
possible direct toxic action on the hepatic paren- 
chyma. For this reason various animal experiments 
were performed before the drug was introduced into 





B. B. ELSTER, M.D., and H. B. EISENSTADT, M.D., Port Arthur, Texas 


clinical use. A great variety of liver abnormalities, 
including fat infiltration of the stellate cells and 
cloudy swelling and necrosis of the central paren- 
chyma, was observed in monkeys, dogs, rats, mice, 
rabbits, and guinea pigs.11:1* The liver damage in 
these animal experiments was encountered after rela- 
tively small doses were given for a short time. Un- 
fortunately, the investigators depended more on post- 
mortem findings than on liver function tests; how- 
ever, Bendix and Necheles! noted a decreased Brom- 
sulphalein excretion and a hypoalbuminemia in their 
animal experiments. These abnormalities occurred 
even without bleeding phenomena. Apparently the 
clinical studies that followed have shown that the 
human liver is much less sensitive to Dicumarol than 
that of animals. 

Clinical investigations only rarely have disclosed 
any evidence of hepatic damage demonstrable by cus- 
tomary liver function tests. Butsch and Stewart‘ re- 
ported 2 cases of decreased hippuric acid excretion. 
Furthermore, an abnormal hepatic activity was sus- 
pected, but not proved with certainty, by the follow- 
ing findings: (1) diminished ascorbic acid content 
of the liver,!* (2) reduction of blood fibrinogen con- 
centration,’ (3) formation of telangiectases of the 
skin frequently seen in liver diseases and attributed 
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to lack of estrogen inactivation, and (4) hypersensi- 
tivity to the drug in existing liver disease. In addi- 
tion, Wright!® described 3 cases with autopsy show- 
ing fatty infiltration of the liver in patients given 


Dicumarol who died as a result of coronary artery 
disease. 


The majority of clinical investigations dealing with 
the effect of Dicumarol on the liver function have 
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this drug in 35 persons on treatment for six to sixty 
months (table 1). Our original series comprised 78 
patients who were treated on an ambulatory basis 
for chronic or recurrent thrombo-embolic processes 
involving the peripheral, cerebral, and coronary ves- 
sels. These persons were continuously kept at pro- 
thrombin levels of 20 to 40 per cent by the admin- 
istration of Dicumarol or Cumopyran. The Link- 
Shapiro modification of the Quick prothrombin meth- 
od was used in our study. All cases in this series 


TABLE 1.—Results of Liver Function Tests After Prolonged Bishydroxycoumarin (Dicumarol) and Cyclocumarol (Cumopyran) Therapy. 
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been performed on persons treated only for a short 
period of time. However, it should be expected that 
the longer the therapy the greater the likelihood of 
hepatic toxicity. A previously reported series of cases 
by Meitus and Wasserman!® dealing with this prob- 
lem failed to disclose any definite abnormalities as 
long as the dosage was kept at therapeutic levels; 
however, transient but reversible hepatic damage oc- 
curred with overdosage. These patients were under 
treatment from one day to fifty-six months. Only 21 
of their 51 patients had received Dicumarol for more 
than six months. 


EVALUATION 


Since we have been interested in prolonged treat- 
ment with Dicumarol, as previously reported,®.® the 
opportunity presented itself to evaluate the effect of 
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treated with these drugs for less than six months 
were excluded in order to secure a more critical 
analysis of their prolonged effects upon the liver. 
Before the onset of anticoagulant treatment a thor- 
ough history was taken on all patients, and they were 
subjected to a physical examination and various lab- 
oratory tests, including complete blood count, urinal- 
ysis, and determination of Kline and Mazzini reaction 
and sedimentation rate. More specific procedures re- 
lated to the liver function were determination of the 
urinary urobilinogen, serum icterus index, and pro- 
thrombin time. Patients exhibiting overt liver disease 
were not treated with anticoagulants. All initial pro- 
thrombin determinations were within the range of 
our normal controls. In order to evaluate the pro- 
longed effect of Dicumarol and Cumopyran upon the 
liver, after six to sixty months of continuous treat- 
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ment, the following tests were performed: Bromsul- 
phalein, thymol turbidity, cephalin-cholesterol floccu- 
lation, icteric index, urinary urobilinogen and bile, 
serum alkaline phosphatase, and total serum proteins 
with albumin and globulin. 

Bromsulphalein Excretion.— By intravenous injec- 
tion of 5 mg. of dye per kilogram of body weight 
Bromsulphalein excretion was determined with read- 
ings taken at thirty and sixty minutes. Values of 10 
per cent retention at thirty minutes and 5 per cent 
at sixty minutes were considered abnormal. Thirty 
patients had normal tests, whereas 5 showed reten- 
tions at the end of thirty and sixty minutes, the for- 
mer being from 15 to 32 per cent, the latter from 5 
to 11 per cent. 

Thymol Turbidity—The thymol turbidity test was 
performed with the LaMotte apparatus and values 
above 4 units were considered abnormal. None of 
the patients exhibited an abnormal value. 

Cephalin-Cholesterol Flocculation Test of Hanger. 
—Cephalin-cholesterol flocculation values of 3 plus 
and 4 plus after forty-eight hours were read as ab- 
normal and 2 plus as borderline. One patient had a 
value of 3 plus whereas 8 had a 2 plus result. Of the 
latter, 7 did not show any other liver abnormalities; 
1 had a serum hypoalbuminemia. 


Urinary Urobilinogen and Bile.—Urobilinogen and 
bile tests on the urine were negative at onset of treat- 
ment and remained so during the entire period of 
observation. 

Icterus Index.—No abnormal values above 10 units 
were encountered. 


Serum Alkaline Phosphatase—Normal serum alka- 
line phosphatase figures were 4 units or less by the 
method of Bodansky. Two patients had elevated 
values of 7.3 and 5.7 Bodansky units respectively. 
The former had also a Bromsulphalein retention but 
the latter did not exhibit any other abnormality. 


Total Serum Protein, Albumin, and Globulin.— 
Serum proteins were determined with the photoelec- 
tric colorimeter of Leitz by the method of Greenberg. 
Values for total serum proteins of 6 to 8.2 Gm. per 
100 cc., for serum albumin of 4 to 5.6 Gm. per 100 
cc., and for serum globulin of 1.5 to 3 Gm. per 100 
cc. were considered as being within the normal range. 
There were no abnormal total serum proteins. How- 
ever, 3 low serum albumin and 3 high serum globulin 
values were present. Two patients of the first group 
had Bromsulphalein retentions, whereas the others 
had no associated abnormalities. 


ABNORMAL FINDINGS 


Among our series of 35 cases there were 14 abnor- 
mal liver function results; 5 Bromsulphalein reten- 


and Cumopyran for periods of six to sixty months 






tions; 1 positive Hanger flocculation; 2 increased 
serum alkaline phosphatase; 3 low serum albumin 
levels; and 3 high serum globulin values. These ab- 
normal findings were exhibited by 11 patients. 


CASE 1.—J. W., a 53 year old white man with coronary 
insufficiency, congestive heart failure, and cerebrovascular 
accident, was placed on anticoagulant therapy which has 
been maintained for six months. There were no coexisting 
diseases. His only abnormality was a positive Hanger floc- 
culation test. 

CASE 2.—E. S., a 70 year old white man with recurrent 
cerebrovascular thromboses and hypertensive cardiovascular 
disease, has been under therapy for six months. He showed 
only a high serum globulin value. 

CASE 4.—R. W., a 58 year old white man, was main- 
tained on Dicumarol for six months after recurrent attacks 
of coronary thrombosis. His liver function studies were 
normal except for a high serum globulin level. 

CASE 6.—A. W., a 64 yeat old white man, had chronic 
congestive heart failure, recurrent pulmonary emboli, and 
cerebrovascular thrombosis. There was, in addition, a chronic 
pyelonephritis. His only abnormality after being on anti- 
coagulants for eleven months was a hypoalbuminemia. 

CASE 8.—D. C., a 64 year old white man with recurrent 
coronary thromboses and associated alcoholism, had been 
under Dicumarol treatment for twelve months when his 
liver function tests showed a Bromsulphalein retention and 
a low serum albumin value. 

CASE 16.—C. C., a 59 year old white man with severe 
hypertensive cardiovascular disease and coronary insufficien- 
cy, had been under treatment for eighteen months. At this 
time there was a Bromsulphalein retention. 


CASE 28.—E. M., a 76 year old white man, had a long 
history of chronic pyelonephritis due to prostatic obstruction 
which persisted after prostatectomy. Anticoagulants were 
given because of recurrent coronary thromboses with pul- 
monary embolizations. After thirty-six months of Dicumarol 
therapy a delayed Bromsulphalein elimination together with 
a hypoalbuminemia became evident. 


CASE 29.—J. H., a 74 year old white man, had been un- 
der anticoagulant therapy for thirty-seven months because 
of peripheral arterial and pulmonary embolizations, cardio- 
megaly, and congestive heart failure. Additional abnormali- 
ties were diabetes mellitus, cholecystitis with cholelithiasis, 
and recurrent pancreatitis. He had abnormal Bromsulphalein 
and serum alkaline phosphatase tests. 


CASE 31.—J. L., a 65 year old man with a long history 
of coronary insufficiency, was kept for forty-eight months 
on continuous anticoagulant therapy after his third attack 


of coronary thrombosis. He had a high serum globulin 
value. 


CASE 34.—R. B., a 78 year old white woman, had severe 
hypertension, coronary insufficiency, congestive heart failure, 
and four episodes of pulmonary embolism. After fifty-three 
months of Dicumarol and Cumopyran therapy, she exhibited 
a high serum alkaline phosphatase level. 

CASE 35.—K. F., a 68 year old white woman, had re- 
current cerebral embolizations resulting from chronic rheu- 
matic heart disease with mitral stenosis and auricular fibril- 
lation. This patient was treated with Dicumarol continu- 
ously for a period of sixty months, which represents our 
longest period of treatment. Her only abnormality was a 
moderate Bromsulphalein retention. 


SUMMARY AND CONCLUSION 


A group of 35 patients treated with Dicumarol 
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were investigated for abnormalities of liver function. 
In 11 cases there were deviations from the normal; 
3 of those patients showed multiple abnormalities, 
and the remaining 8 had single alterations. The for- 
mer group presented the most severe cardiovascular 
diseases together with extracardiac complications 
which easily could have accounted for the altered 
hepatic tests. In the remaining group a single ab- 
normal liver test result was not considered sufficient 
evidence of hepatic disease, especially in the absence 
of clinical manifestations. All abnormal laboratory 
findings were rechecked periodically, and to date 
none has revealed any progression in spite of the 
uninterrupted use of the anticoagulants. Further ob- 
servations will continue as long as the patients are 
under treatment. So far in our clinical study there 
is no conclusive evidence of hepatic damage in any 
of our cases. With the recent reports of phenylin- 
danedione toxicity, it appears, therefore, that the cou- 
marin derivatives remain the drugs of choice for pro- 
longed anticoagulant therapy. 
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Pan American Sanitary Conference 


The fourteenth Pan American Sanitary Conference and 
the sixth meeting of the World Health Organization Re- 
gional Committee were held October 7 to October 22 in 
Santiago, Chile. Forty-four resolutions were adopted during 
the meeting of the twenty-one member states and the three 
European powers with territories in the Americas. These 
members presented four year reports including available 
health statistics on public health conditions and the progress 
achieved in their territories in the period since the 1950 
conference. 

Some of the diseases which are major problems to the 
Americas and which were discussed at the conference are 
malaria, smallpox, and syphilis. The conference placed em- 
phasis on the importance of improving statistical informa- 
tion. Dr. Fred L. Soper, director, was reelected for another 
four year term. The conference elected the governments of 
Colombia and Paraguay to membership on the Pan Ameri- 
can Sanitary Organization’s seven member executive com- 
mittee, to replace Mexico and Ecuador, the terms of which 
expired. These two new members of the committee will 
serve with Argentina, Brazil, Haiti, Panama, and the United 
States. 

Attending as delegates from the United States were Dr. 
W. Palmer Dearing and Dr. Frederick J. Brady, both from 
the Department of Health, Education, and Welfare, Wash- 
ington, D. C.; and Howard B. Calderwood, Department of 
State, Washington, D. C. 

The fifteenth meeting of the Pan American Sanitary Con- 


ference is scheduled for the fall of 1958 in San Juan, Puerto 
Rico. 
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New International Language Used at Medical Meeting 


Interlingua, a new international language, was used at a 
medical meeting for the first time in connection with the 
second World Congress of Cardiology, Washington, D. C., 
September 12-17. Abstracts of scientific papers presented 
at the scientific sessions were published in the congress 
program in this new form of communication. A combina- 
tion of all the common elements of the Western languages 
now in use, Interlingua, uses principally Spanish, French, 
Italian, and Portuguese and is said to be almost immediately 
familiar to anyone with any knowledge of these tongues. 
The actual development of Interlingua was begun by a 
chemist, Frederick G. Cottrell, who with his associates or- 
ganized the International Auxiliary Language Association 
in 1924. Of the words in the unabridged English “Webster 


dictionary, at least 100,000 have corresponding words in 
Interlingua. 


Venereal Disease Course in New Orleans 


A postgraduate course on Venereal Disease for Practicing 
Physicians will be given January 31-February 4, 1955, by 
the Division of Graduate Medicine of Tulane University 
School of Medicine, New Orleans, in cooperation with the 
United States Public Health Service. Nationally known au- 
thorities will discuss all aspects of venereal disease. The 
course is approved by the American Academy of General 
Practice. Additional information may be obtained from the 
Director of Graduate Medicine, 1430 Tulane Avenue, New 
Orleans 12. 





Use of Succinylcholine Chloride by 
Intravenous Drip Technique 


MARY LOUISE SMITH, M. D., 


SuccinyLCHOLINE chloride when 
used in a dilute solution by an intravenous drip has 
made the administration of anesthesia much easier and 
smoother. This drug is credited with having met or 
prevented many problems, big and little. The guess- 
work of timing and dosage, inherent in the use of 
single and intermittent injections of a relaxant, is 
largely eliminated. The necessary vigilant attention 
to the rate of the drip is more than repaid and soon 
becomes easily habitual. The employment of the in- 
travenous drip technique takes fullest advantage of 
the properties of this drug. 

Succinylcholine chloride or diacetylcholine chloride 
acts by causing depolarization at the postjunctional 
membrane of the myoneural junction, just as does 
acetylcholine.!® It prevents the depolarization-repolar- 
ization sequence necessary for neuromuscular trans- 
mission of the nerve impulse.!® Normally, the acetyl- 
choline elaborated is destroyed in a matter of milli- 
seconds, and repolarization occurs.!® Succinylcholine 
chloride and decamethonium bromide (Syncurine) 
are similar in their mode of action, in contrast to 
Flaxedil and d-tubocurarine, which are not depolariz- 
ing, but which raise the threshold value of acetyl- 
choline.’°-1® The muscular fasciculations sometimes 
initially observable result from the depolarization, and 
flaccidity quickly follows as the depolarization per- 
sists. Because of the brief action of succinylcholine, 
sustained relaxation necessitates either short intervals 
between injections or, preferably, continuous admin- 
istration. 

Succinylcholine is hydrolyzed by acetylcholinester- 
ase®: ® 19 and plasma pseudocholinesterase to choline 
and succinic acid. Because of the considerable indi- 
vidual variation in the pseudocholinesterase level® 
one must attempt to adjust the rate of administration 
to the rate of destruction in each patient. In liver 
disease and malnutrition’ and possibly in some other 
conditions also, the amount of plasma cholinesterase 
is lowered.':? Overdosage is to be avoided by fre- 
quent alteration of the drip rate, by a rough titration 
and back titration against the observed degree of re- 
laxation, from slight flaccidity to complete respiratory 
paralysis. 


Read before the Texas Society of Anesthesiologists, San Antonio, 
May 2, 1954. 


Houston, Texas 


TECHNIQUE 


The technique is simple. Into the rubber sleeve of 
the dripper from a bottle of 0.4 per cent Pentothal 
solution, usually in physiologic saline, is inserted the 
needle from a dripper and bottle of a 0.2 per cent 
solution of succinylcholine chloride in 5 per cent glu- 
cose and distilled water solution. After the patient 
loses consciousness and after a suitable inhalation 
anesthetic gas mixture has been started, the succinyl- 
choline chloride may be allowed to drip, fast or slow- 
ly, sooner or later, depending upon the need. During 
the course of surgery, either one or the other dripper 
may be stopped or slowed. A bottle of blood may be 
substituted on one dripper, or, if it is deemed more 
advantageous to maintain a continuous drip of both 
Pentothal and succinylcholine chloride, blood may be 
transfused in another vein. 


To avoid possible hypoventilation from either par- 
tial muscular paralysis or from the depression of the 
respiratory center due to other agents used, some 
degree of aided or controlled respiration is usually 
maintained. Occasionally, apnea from succinylcholine 
chloride is deliberately induced and ventilation is 
completely manual. At the same time, and particu- 
larly after peritoneal closure, when the succinylcholine 
chloride drip is stopped or markedly slowed, an effort 
is made not to overdo the artificial breathing to pre- 
vent delay in the return of adequate respiration. 
Early in the course of the anesthetic, one tries to 
notice how fast a drip rate leads to apnea and also 
how slow a drip rate causes adequate relaxation with- 
out apnea. As the time approaches when deep re- 
laxation no longer is needed, the drip is stopped or 
slowed. If stopped too soon, the clamp can be opened 
much or slightly and any degree of relaxation prompt- 
ly restored because the needle has been kept open. 
By constant observation of the patient's response to 
any rate of drip, a delay in the return of adequate 
respiratory movements is noticeable sufficiently be- 
fore the end of the anesthetic. 


The use of a 0.2 per cent solution of succinyl- 
choline chloride in one bottle and of a 0.4 per cent 
solution of Pentothal in another has been highly con- 
venient and time saving. Syringe filling and separate 
injections are thus avoided. Commonly the bottles 
are used for several cases. If and when an unfore- 
seeable indication for a relaxant arises, the bottle of 
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succinylcholine solution can be quickly and tempo- 
rarily substituted onto the Pentothal dripper. 


DISCUSSION OF CASES 


In this series of 399 cases, the relaxant was used 
to meet a variety of conditions. It was used without 
anticipation of its need in 17 other cases to overcome 
laryngospasm, hiccoughs, or coughing. The ages of 
the patients ranged from 10 to 81 years. The types 
of surgery and of anesthesia are tabulated (tables 1 
and 2). The dosage varied so widely that no aver- 


aging of dosage is considered. For instance, in the 
case of appendectomy—a common surgical procedure 


TABLE 1.—Kinds of Surgery for Which Succinylcholine Chloride 
Was Used as the Relaxant. 





Surgery 


Head and neck 
Craniotomy. cranioplasty 
Facial, neck, or oral procedure 
Tonsillectomy 
Thyroidectomy 
Laryngoscopy 
Open chest 
Upper abdominal area 
Exploration and biopsy. . Sas 
Repair of perforated peptic ulcer. 
Gastric resection 
Vagotomy- -gastroenterostomy 
Cholecystectomy 
Lower abdominal area 
Cesarean section ... 
Appendectomy 
Herniotomy 
Pelvic surgery . 
Other abdominal procedure 
Colon resection; release of bowel obstruction... . 
Kidney-ureter-bladder 
Miscellaneous 
Splanchnicectomy 
Laminectomy and/or fusion 
Orthopedic surgery—limbs, 
Perineal procedure 
Hemorrhoidectomy 
Pilonidal cyst removal—back, buttock 


shoulder Ge 


Total ee ween ee . i iata thee ia jus ae 
with a usual length of time—the dosage varied from 
50 to 500 mg. in the cases of 18 males, and from 50 
to 150 mg. in the cases of 8 females. These patients 
were of sthenic habitus and ranged in age from 20 
to 40 years. In this series, 3 instances of marked 
muscular fasciculations occurred, and one of these 
patients complained of slight facial soreness. Two 
cases of rather persistent hypertension occurred, but 
in one of these, the hypertension was present before 
any succinylcholine was administered. There were 4 
deaths, but they were not attributable to the suc- 
cinylcholine chloride. 

The remarkable ease of intubation is credited to 
the adequate and persistent relaxation obtained with- 
in one minute or less after the succinylcholine chlor- 
ide solution was started. For a difficult intubation, 
the brevity of action of this drug could be a big dis- 
advantage if the single injection method were em- 
ployed. If one large single dose be given prior to in- 
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tubation, an undesirably long period of apnea is 
risked. If the single dose be too small, its effect 
might wear off before intubation is accomplished. 
The intravenous drip, which may be slowed or quick- 
ened by a flick of the fingers and wrist, precludes 
either of these two possibilities and also leaves the 


TABLE 2.—Anesthetics with Which Succinylcholine Chloride Was 
Used, Kinds of Treatment Other Than Surgery with Which 
Succinylcholine Chloride Was Used, and Complications 
Attributable to Succinylcholine Chloride. 


$$ ___$i2___. 


Anesthetics with which succinylcholine chloride was used as the 
relaxing agent 


Thiopental (Pentothal or Surital) and nitrous oxide—oxygen 
Thiopental and nitrous oxide—oxygen—cyclopropane. . 
Thiopental and nitrous oxide—oxygen—ether 


Thiopental and nitrous eee eee ant 
Nitrous oxide—oxygen—cyclopropane . . 
Thiopental and ether—oxygen 


Spinal injection, supplemented by general anesthesia 


Intubations done with succinylcholine chloride as the relaxant. ..109 


Other cases in which succinylcholine chloride was used in treatment 
Laryngospasm 
Coughing 
Hiccough 


Complications or side in. ccaitientite or eaesiede adi, 
to succinylcholine chloride 
Apnea, prolonged 
Marked fasciculations 
Excessive salivation 
Hypertension, cause unknown ’ 
Mental confusion to eight hours postoperatively . 


anesthetist’s hands free to attend the patient. More- 
over, when anatomic configuration makes intubation 
difficult or when emergency dictates speedy perform- 
ance, the knowledge that relaxation will be fast in 
onset, certain, adequate, and persistent greatly reduces 
the nervous wear and tear on the physician. 


Because of the small number and nature of the 
cases, only impressions and not conclusions have been 
drawn regarding the value of succinylcholine used 
for various purposes other than relaxation for intuba- 
tion and abdominal relaxation. Anal sphincter relax- 
ation in the 8 hemorrhoidectomies done under gen- 
eral anesthesia seemed to be good. Transition from a 
wearing off or inadequate spinal anesthetic to a gen- 
eral anesthetic in 8 cases appeared to be definitely 
smoother than had such changes been prior to the 
dripwise use of succinylcholine. In the 2 cesarean 
sections done under general anesthesia, no observa- 
tions suggesting possible placental transference of the 


drug were possible because the babies were known to 
have been dead. 


Succinylcholine chloride has been used prophylac- 
tically before the insertion of an oropharyngeal air- 
way in the occasional patient who is known to be a 
cougher, who is reasonably presumed to be a good 
candidate for laryngospasm, or who would be ana- 
tomically difficult to intubate. Obviously, it is im- 
possible to know how much trouble thus has been 
avoided. This prophylactic use of succinylcholine is 
considered justifiable, and care not lazily to substi- 
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tute paralysis for the obtundation of reflexes by ade- 
quate anesthesia is borne in mind. 

For some short orthopedic manipulations on sev- 
eral occasions, the succinylcholine bottle has been 
substituted for the Pentothal bottle after sufficient 
Pentothal had been given and after nitrous oxide and 
oxygen had been started. The convenience was espe- 
cially notable in a huge, muscular, unpremedicated 
Negro, an outpatient, who was wide awake two min- 
utes after the reduction of a dislocated shoulder. 

Overpremedicated patients have been more easily 
handled with the aid of succinylcholine. For exam- 
ple, a 40 year old large and muscular woman to 
undergo cholecystectomy was twice premedicated 
with morphine grain 1/6 and scopolamine grain 
1/150. After an hour's delay to observe her, she 
was given a Pentothal—nitrous oxide—-oxygen anes- 
thetic with succinylcholine chloride for relaxation. 
When the cystic artery escaped, the requirement for 
a completely .motionless operative field was almost 
immediately met by a fast drip of the relaxant and 
controlled respiration. At the conclusion of the anes- 
thetic, the patient’s pharyngeal reflexes and full 
respirations had returned. 

In several published reports* 7 11: 13.14.15. 2° of pro- 
longed apnea attributed to succinylcholine, it was 
noted that the single injection dose method was em- 
ployed. In this clinical series, 2 instances of pro- 
longed apnea occurred. A 40 year old eclamptic, 
very edematous primipara, estimated to have been 
more than 320 pounds in weight, underwent, first, 
an attempted vaginal delivery, then a cesarean section, 
followed by a hysterectomy. After induction, intuba- 
tion was necessary to establish airway patency. The 
anesthesia consisted of minimal Pentothal, minimal 
cyclopropane, and mostly oxygen. Any diaphrag- 
matic movement by the patient caused an extrusion 
of bowel around the packing and would have made 
worse the already difficult surgical exposure. Apnea 
was therefore deliberately maintained with succinyl- 
choline until the peritoneum was closed. Apnea per- 
sisted fifteen minutes after the skin closure. The en- 
dotracheal tube was kept in place until thirty minutes 
postoperatively, at which time the patient was awake 
and had regained normal respiration. She had re- 
ceived 400 mg. of succinylcholine chloride. 

A 49 year old man underwent resection of one- 
half of the ileum, which showed gangrenous patches. 
He was extremely toxic. One hundred milligrams of 
succinylcholine chloride was given early in the course 
of the three hour procedure. Not until thirty min- 
utes after the operation was respiration adequate. He 
died ten days postoperatively, and autopsy showed 
generalized periarteritis nodosum. Pseudocholinester- 
ase is said to break down proteoses and peptones 





that pass through the intestinal wall when its perme- 
ability is abnormally increased.” Possibly, the pseudo- 
cholinesterase level of this patient had been greatly 
reduced. Either succinylcholine should have been 
used much more sparingly, or a different relaxant 
should have been selected. 


CONCLUSION 


In conclusion, a simple, efficient technique for 
the use of succinylcholine chloride has been pre- 
sented. Its advantages are controllability, dependa- 
bility, and convenience. A last point deserving em- 
phasis is the reminder that this drug is not an anes- 
thetic agent and that unconsciousness must precede 
and outlast the effects of succinylcholine chloride. 
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Carcinoma of the Esophagus 


WILLIAM A. HUDSON, M.D., Detroit, Michigan 


A NUMBER of diseases of the esoph- 
agus produce strikingly similar symptoms. The ana- 
tomic structure and relationship of the esophagus to 
adjacent organs and its physiologic functions are im- 
portant factors in the development of symptoms in 
esophageal disease. The similarity of symptoms is 
particularly true in the presence of various types of 
tumors which may involve the esophagus. 


ANATOMY AND PHYSIOLOGY 


The fact that the esophagus is a collapsible tubular 
structure contained within a partition of the body 
which also contains a number of other vitally im- 
portant structures renders it especially susceptible to 
narrowing of its lumen by pressure from without or 
through the presence of a mass or tumor within its 
wall or through lesions that produce thickening of 
its mucous membrane. A complaint of dysphagia or 
of an intrathoracic discomfort or pain is a common 
symptom among people who have an esophageal 
tumor or other lesions which may eventually produce 
narrowing or distortion of the lumen of the esopha- 
gus. Other features of great importance in the study 
and management of such lesions are (1) the source 
and distribution of the blood supply to the various 
segments of the esophagus! and (2) the distribution 
of the lymphatics in the walls of the esophagus and 
the location of the lymph nodes through which these 
lymphatics drain. 

It would be well to review briefly the blood sup- 
ply to the various portions of the esophagus and also 
to refresh our minds in regard to the lymphatic dis- 
tribution. The blood supply of the esophagus? is de- 
rived from several sources. The cervical portion of 
the esophagus derives its blood supply through esoph- 
ageal branches which arise from the ascending and 
descending branches of the inferior thyroid arteries. 
The thoracic portion*® of the esophagus derives its 
blood supply from the esophageal branches of the 
intercostal, bronchial, and tracheoesophageal branches 
of the aorta. An occasional vessel is derived from 
the right internal mammary and the costacervical 
branches of the subclavian artery. The abdominal 
portion of the esophagus derives its‘ blood supply 
from the gastric, the inferior phrenic, and, at times, 
the left hepatic,* the celiac, and the splenic® arteries. 
Anastomoses are fairly generous between the arterial 
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supplies of the various portions of the esophagus. 
That portion of the esophagus near the tracheal bifur- 
cation has the poorest blood supply. Here the anas- 
tomosis between the cervical and thoracic portions 
of the arterial bed is least effective. ; 


The lymphatics are numerous and closely parallel 
to the vascular system. There are two major chan- 
nels; one arises in the deeper layers of the mucous 
membrane® joining with the submucosal vessels to 
form large trunks and a second arises in the muscu- 
laris to form a trunk traversing the muscular layer. 
These two main groups of vessels extend throughout 
the length of the esophagus and have direct com- 
munication with each other. Valves are not known 
to be present. Because of the direct communication 
between the various lymph channels, tumor cells may 
pass from one channel to another and thereby reach 
lymph nodes far distant from the original lesion. A 
thorough knowledge of the distribution’ of the vari- 
ous lymph nodes® and the areas from which they may 
receive drainage is extremely important. A more de- 
tailed study of this subject is worth while at this 
time.® 

The internal jugular chain of nodes receives vessels 
from the cervical and proximal thoracic esophagus. 


The paratracheal chain of nodes receives vessels 
from the proximal thoracic esophagus. The right 
chain lies on the right side of the trachea and pos- 
terior to the superior vena cava. The most distal node 
of this group lies proximal to the azygos vein and is 
known as the azygos node. The left paratracheal chain 
is usually smaller than the right, and its efferent ves- 
sels together with those from the left jugular chain 
usually join the thoracic duct. 

The pulmonary root lymph nodes lie between the 
origin of the major bronchi and the pleural surface 
proximally, distally, anteriorly, and posteriorly. Their 
posterior root nodes, particularly those on the right, 
receive lymph flow from the esophagus. The other 
root nodes may be involved, but this involvement may 
be a result of direct invasion or of retrograde spread. 

The lymph nodes at the bifurcation of the trachea 
(subcarinal or retrotracheal nodes) receive drainage 
from the midesophagus and the flow from these 
nodes passes mainly to the right paratracheal nodes 
and thence to the thoracic duct. 

The paraesophageal lymph nodes lie in a loose 
areolar tissue adjacent to the para-aortic lymph nodes 
and receive lymph from the midsection of the esoph- 
agus at the level of the inferior pulmonary vein to 
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the diaphragm. Efferent vessels pass upward to the 
lymph nodes at the bifurcation of the trachea. 


The lymph nodes at the cardia encircle the esoph- 
agus at the cardiac orifice distal to the diaphragm. 
They receive the lymph flow from the distal end of 
the esophagus and from the cardia of the stomach; 
their efferent vessels pass to the lymph nodes at the 
arch of the left gastric artery. 


The lymph nodes on the lesser curvature of the 
stomach are not involved in the direct drainage from 
the esophageal area; but they may become involved 
through direct extension, or through blockage of the 
regular channels collateral passages may open up. 


The lymph nodes at the arch of the left gastric 
artery are distributed from the lesser curvature of the 
stomach to the celiac axis. The lymph flow to these 
lymph nodes comes from the distal esophagus, the 
fundus, and the lesser curvature of the stomach. The 
greater portion of the efferent vessels from this chain 
pass to the nodes at the base and inferior to the 
hepatic artery at the celiac axis. 

These anatomic relationships make it possible for 
tumor cells to be distributed over a wide area through 
the lymph channels. Lymph may return to the venous 
system (1) upward through the right or left para- 
tracheal chain to the jugular-subclavian juncture, (2) 


downward by way of the gastric artery chain eventu- 
ally to reach the cisterna chyli, or (3) by way of the 
portal system to the liver. 


Another feature worthy of mentioning is the fact 
that the cervical portion of the esophagus is readily 
accessible to surgical intervention through the neck 
without invading the thorax or the abdomen, whereas 
it is necessary not only to invade the thorax or abdo- 
men or both in order to reach the intrathoracic and 
abdominal portions of the esophagus but also to dis- 
turb, to a variable degree, other important and vital 
organs in approaching the esophagus. Proper man- 
agement of surgical problems arising in relation to 
the esophagus requires a thorough understanding and 
appreciation of the anatomic and physiologic disar- 
rangement which can take place and the difficulties 
and hazards involved in the diagnosis, treatment, and 
surgical approach for correction of lesions involving 
the esophagus. 


Tumors of the esophagus may be divided into two 
primary groups: malignant and benign. Both groups 
may produce similar or identical symptoms. 

Dysphagia and pain’ are the most common symp- 
toms described by patients with esophageal tumors. 
Dysphagia may be mild, or it may be impossible for 
the patient to swallow even liquids, depending upon 
the degree of esophageal obstruction. Regurgitation 


and vomiting are not uncommon complaints. Pain 
may be present to a variable degree; pain may be 
substernal or epigastric or it may be felt in the back 
as an uneasy feeling. It may be so severe as to dis- 
able the patient. 

Complaints’! of dysphagia or discomfort should 
not be dismissed lightly. The search for a satisfac- 
tory explanation of such symptoms should include 
the esophagus. A careful history and physical ex- 
amination, together with fluoroscopic and roentgeno- 
graphic studies of the esophagus, without and with 
barium, are important and necessary procedures. 
These should be followed by esophagoscopy for in- 
spection of the lumen of the esophagus. Any de- 
formities or areas of altered contour should be noted, 
and, whenever possible, biopsy’” should be obtained. 
The use of applicator smears!* to aid in a search for 
tumor cells'* is of distinct value in establishing a 
diagnosis. Anderson, McDonald, and Olsen’® ob- 
served that the cytologic findings were of definite 
value in a study of 86 cases. They concluded that 
cytologic examination of smears is of more value in 
adenocarcinoma of the gastric cardia than it is in the 
diagnosis of carcinoma of the esophagus. 


INCIDENCE 


Numerous statistical studies concerning the fre- 
quency of carcinoma of the esophagus have served to 
establish the relative frequency of this devastating 
disease. The records of the Breslau Pathological In- 
stitute!® show that from 1878 to 1900, 1,674 persons 
were found at autopsy to have carcinoma; of this 
number, 204 or 12.1 per cent had carcinoma of the 
esophagus. Clayton’ found, at the Philadelphia Gen- 
eral Hospital, that of 812 malignancies observed at 
autopsy, 41 or 5.05 per cent were carcinoma of the 
esophagus. Stouttar!® stated that of all malignancies, 
carcinoma of the esophagus constitutes 4 to 6 per 
cent. Stephens!® noted that carcinoma of the esopha- 
gus causes 3 to 4 per cent of all deaths, and Hiller?® 
stated that carcinoma of the esophagus stands fourth 
in frequency of all tumors occurring in men more 
than 20 years of age, carcinoma of the stomach, lung, 
and rectum ranking ahead of carcinoma of the esoph- 
agus. Oschner and DeBakey*! concluded that ap- 
proximately 5 per cent of all carcinomas occur in 
the esophagus. 

It has been observed that carcinoma of the esopha- 
gus is a disease which occurs in people in midlife or 
later. Clayton’’ reported in his studies that the young- 
est victim was 41 years, the oldest 97 years of age, 
and the average 60 years and 6 months. Stephens’? 
found that carcinoma of the esophagus appeared rare- 
ly in patients younger than 40 years and that the 
peak of its appearance lay in the twenty year span 
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between the ages of 50 and 70 years. Taquino and 
Joseph? stated that 90 per cent of all cases of carci- 
noma of the esophagus occur after the age of 40 
years; in their series the age range was from 30 to 
84 years. 

Other authors have estimated the frequency of 
carcinoma of the esophagus, but the figures just 
given are representative. The frequency with which 
carcinoma of the esophagus occurs leaves little doubt 
as to the widespread havoc which this disease creates 
in the human race. 


Numerous authors have observed the relative fre- 
quency with which carcinoma of the esophagus occurs 
in the two sexes. Taquino and Joseph®* found that 
of 132 cases of carcinoma of the esophagus studied, 
102 cases or 77.1 per cent occurred in the male while 
30 cases or 22.9 per cent occurred in the female. 
Ogilvie”* stated that carcinoma of the esophagus is 
predominantly a disease of men past 60 years of life. 
Clayton’? found 39 out of 41 cases to be in men and 
Stephens?® estimated 80 to 85 per cent of all cases 
of carcinoma of the esophagus occur in men. 

These observations lead one to the conclusion that 
carcinoma of the esophagus is a disease constituting 
about 5 per cent of all malignancies; that it occurs 
most frequently in persons past the age of 40 years; 
and that men are the victims relatively more fre- 
quently than women (3 to 1). 

The location at which carcinoma occurs in the 
esophagus is of great importance. Various authors 
have recorded their observations with fairly uniform 
results. Taquino and Joseph?” found 13 per cent of 
carcinoma occurred in the proximal one-third; 40 
per cent in the middle one-third; and, 47 per cent 
in the distal one-third of the esophagus. Stephens!® 
found that among men with carcinoma of the esoph- 
agus, 10 per cent occurred in the proximal one-third, 
40 per cent in the middle one-third, and 50 per cent 
in the distal one-third of the esophagus, while in 
women, 30 per cent occurred in the proximal one- 
third, 35 per cent in the middle one-third, and 35 
per cent in the distal one-third of the esophagus. 

Halligan, Perkel, and Catlow** estimated that carci- 
noma of the esophagus constitutes 5 to 8 per cent of 
all malignancies and that 80 per cent occur in males 
more than 20 years of age. They stated further that 
80 per cent occur in the distal two-thirds of the 
esophagus with 90 per cent of the lesions being 
squamous cell carcinoma and 10 per cent adenocar- 
cinoma. Sweet”® noted that of all carcinomas occur- 
ring at the cardia 20 per cent are of squamous cell 
variety and invade the cardia while 80 per cent are 
adenocarcinomas of the cardia and invade the esoph- 
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agus. Garlock** reported that he has encountered 
many examples of adenocarcinoma arising in the 
cardia or stomach with extensive upward growth 
along the esophageal wall and that the extension 
may be entirely submucosal and may not be evident 
to the endoscopist while growth of squamous cell 
carcinomas toward the stomach apparently will not 
proceed beyond the esophagogastric junction. 

Watson”? observed that carcinoma of the cervical 
esophagus occurs at an earlier age and with a greater 
frequency in women than is true of the lesions ap- 
pearing in the distal portions of the esophagus. He 
also stated that a high percentage of grade 3 squam- 
ous cell carcinoma occur in the cervical esophagus 
with a smaller percentage of adenocarcinoma. 

Sauerbruck and O’Shaughnessy’® stated that the 
majority of esophageal growths show histologic struc- 
ture of squamous cell carcinoma and that adenocar- 
cinoma may be seen in the distal one-third with its 
origin in the cells of the gastric mucosa. 

The presence of glandular structures in the mid- 
section and at other points in the esophagus affords 
ample explanation for the occurrence of peptic ulcers 
and of the occasional adenocarcinoma in the mid- 
thoracic esophagus and at other points removed from 
the cardia. 

The gross pathologic specimens vary somewhat in 
their general appearances and manner of extension. 
Adenocarcinoma, as noted previously, is prone to de- 
velop in those portions of the esophagus containing 
glandular structures. The lesion arises in the mucous 
membrane and extends into the submucosa. An adeno- 
carcinoma arising in the distal esophagus is prone to 
extend toward the stomach, whereas a similar lesion 
arising in the stomach will most frequently extend to 
the esophagus. The lesion may lie wholly in the sub- 
mucosa and not present on the mucosal surface of 
the esophagus. Squamous cell carcinoma appears on 
the mucosal surface and tends to remain a local 
process in between 25 and 40 per cent of patients. 
It is likely to invade, replace, and ulcerate. Thus, the 
middle and distal one-third of the esophagus are the 
most frequent sites of carcinoma of the esophagus 
by a ratio of almost 2 to 1 to the cervical esophagus. 
A majority of all lesions are squamous cell carcinoma 
with adenocarcinoma appearing in a smaller propor- 
tion and chiefly at or near the cardia. 


DIAGNOSIS 


The diagnosis of carcinoma of the esophagus de- 
pends upon the recognition and a proper interpreta- 
tion of the significance of such complaints as a vague 
discomfort or uneasy feeling or dysphagia, pain, re- 
gurgitation, or vomiting. A patient may observe that 
he masticates his food more finely than formerly or 
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that he feels as though food lodges in the throat. He 
may note a feeling of fullness, pain, or discomfort in 
or about the mediastinum. The appearance of such 
symptoms should lead to an immediate investigation. 
Other symptoms make their appearance at variable 
stages as the lesion advances. Among these are re- 
gurgitation or vomiting, loss of weight, pain which 
is present only on swallowing or which may be con- 
stant, cough, foul breath, hoarseness, and bleeding. 


These symptoms may all be signs of esophageal 
obstruction and may indicate the presence of an ad- 
vanced lesion. The cause of the symptoms should be 
sought immediately, and if obstruction is confirmed, 
its location and the character of the obstruction 
should be determined without delay. 

Roentgen studies, first without a contrast medium 
as a control measure, should be followed by fluoro- 
scopic studies and roentgenograms using a contrast 
medium. Deformity or alteration of the esophageal 
outline or changes from the normal in the act of 
deglutition are of great significance. It should be 
borne in mind that benign tumors**® are prone to 
present a mass about and around which the contrast 
medium will flow with the lumen of the esophagus 
being distorted to accommodate the tumor, whereas 
the malignant tumors are likely to produce a point 
of narrowing or obstruction with some dilatation 
proximal to the obstruction. Ulceration at the site 
of the tumor may cause irregularities in the filling. 

Roentgen studies should be followed by a careful 
direct inspection of the esophagus. Esophagoscopy is 
of tantamount importance in the study of all esoph- 
ageal diseases and there are but few instances in 
which proper or legitimate reasons may be given for 
failing to do esophagoscopy. Inspection of the mu- 
cous membrane throughout the length of the esoph- 
agus is an important way to obtain information at 
firsthand to aid in evaluating a variation from the 
normal pattern in the roentgenographic and physical 
findings. Early diagnosis is dependent upon the rec- 
ognition and correct interpretation of such variations. 

Tissues should be obtained for microscopic studies. 
Caution should be exercised in obtaining tissue so 
that the esophageal wall is not perforated or so that 
a large vessel is not cut across. If a single specimen 
does not afford conclusive evidence as to the char- 
acter of the disease present biopsy should be repeated. 
The study of secretions obtained by swab or aspira- 
tion affords a further means of identifying tumor 
cells and should be carried out more frequently than 
has been the practice in the past. The advantages 


accruing through the study of such material should 
not be forgotten. 


The early diagnosis of carcinoma of the esophagus 
can be said to depend upon recognition and appreci- 
ation of symptoms and active roentgen-ray”® and en- 
doscopic studies making full use of all opportunities 
for microscopic study of tissues and secretions. Final- 
ly, if there remains any doubt concerning the pres- 


ence of a malignancy, surgical exploration should be 
carried out. 


TREATMENT 


Billroth®® in 1871 performed esophagectomy on 
animals and proved the feasibility of the procedure. 
Ten years later his pupil, Wolfler,3! performed the 
first gastrojejunostomy on the human stomach, and 
in 1877, Czerny,5* another Billroth student, per- 
formed the first cervical esophagectomy. The patient 
survived. Interest in the surgical treatment of carci- 
noma of the esophagus was expressed by Biondi** 
in 1895; he had done some transthoracic experi- 
mental work on dogs in esophagogastrostomy and 
was apparently the first to advance the stomach into 
the thorax. Mikulicz** in 1904 and Wendel®® in 
1907 both attacked the problem. The latter operated 
upon a patient, doing a transthoracic cardiectomy 
using a Murphy button, and reported it as the first 
successful transpleural esophagogastrostomy. The pa- 
tient died the next day. In 1912, Torek*® resected 
the midthoracic esophagus in a woman for carci- 
noma, the continuity of the esophageal and gastric 
communication being reestablished through a cervical 
esophagotomy which communicated with a gastros- 
tomy by means of an extrathoracic rubber tube. This 
patient survived for thirteen years, dying of pneu- 
monia with no evidence of carcinomatous recurrence 
at autopsy. The successful outcome of this case stim- 
ulated a number of men** ** to further effort along 
surgical lines for the treatment of carcinoma of the 
esophagus. 

Most of these efforts came to naught because the 
cases came to surgery late and surgical techniques 
in general and in thoracic surgery especially were 
not perfected and polished to proper degree by the 
school of experience. Finally, anesthesia and anes- 
thetic agents were not adapted to the prolonged in- 
trathoracic procedures required for the removal of a 
midthoracic esophageal carcinoma and other serious 
lesions. The full value and great importance of the 
immediate replacement of fluid and blood loss was 
not understood. The mechanics of administering fluids 
and blood were incomplete and ineffective. With 
advance in thoracic surgery and improved anesthetic 
agents and methods it was but natural that further 
attention should be given to the application of sur- 
gery in diseases of the esophagus. 


There is some variation in the choice of anesthetic 
agents and the method of their administration among 
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the various surgeons. The one prime motive operat- 
ing in all cases is the intent to supply the patient 
with a safe anesthetic agent in such quantities as are 
required to relieve the patient of all damaging stim- 
uli and at the same time to maintain an ample and 
uninterrupted respiratory exchange. Among the 
agents used are ether, cyclopropane, nitrous oxide, 
and basal Avertin with ethylene and cyclopropane 
administered intratracheally. In more recent years,*® 
I have found intravenous Sodium Pentothal*® (in 
measured quantities administered throughout the op- 
eration) combined with intratracheal nitrous oxide 
and oxygen with curare and intravenous or local 
procaine an ideal and controllable anesthetic for 
transthoracic surgery. 

With a thorough understanding of the source and 
distribution of the blood supply to the esophagus, 
with similar knowledge of the lymphatic distribu- 
tion, and with improvement in the technique of 
anesthesia and of surgery, careful, unhurried opera- 
tions were planned and executed. Soon, additional 
reports of the successful resection of the esophagus 
for carcinoma appeared. In 1938, Garlock*! reported 
3 successful cases in which he had used a modified 
Torek technique. He has reported doing 16 opera- 
tions of the Torek type with 10 operative deaths; 
these were done in the early days. The report by 
Adams*? and Phemister** of a new technique for 
transthoracic resection of carcinoma of the lower 
esophagus with anastomosis of the proximal esoph- 
agus to the stomach was stimulating. This feat is 
made effective by the interruption of the left gastric 
artery, the left gastroepiploic artery, and the vasa 
breva and mobilization of the stomach along the 
lesser and greater curvatures that it may be delivered 
into the thorax. Continuity is then restored by a 
union of the stomach with the proximal esophagus 
at the level of division. 

A further awakening of interest and effort took 
place with greater strides being made in the surgical 
treatment of diseases of the esophagus. Garlock,** 
Sweet,*® Churchill,*® Santy,47 and others made valu- 
able contributions in the improvement and advance- 
ment of surgical techniques. Previous to the monu- 
mental work of these men, much effort had been 
directed toward the establishing of an extrathoracic 
esophagus through the use of rubber tubes and tubes 
of skin and also through the use of stomach, jejunum, 
and colon.4® These procedures were fraught with 
many difficult and inconvenient problems. A num- 
ber of operations were required for their completion; 
infection with sloughing of tissues was common; and 
food would lodge in the tube to the annoyance of 
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both the patient and the physician. Death was 
brought about most frequently through infection. 
The advent of antibiotics, sulfonamides, penicillin, 
and other drugs of similar character supplied surgeons 
with potent means for the control of infection. 

The contributions of Yudin*® and his report of 
a series of successfully reconstructed extrathoracic 
esophaguses through the use of a loop of the jejunum 
(modified Roux method) directed attention to the 
jejunum as a structure to be used in reconstructing 
the intrathoracic continuity of the passageway. By 
preserving the jejunal blood supply it became possi- 
ble to have an alternate procedure for reestablishing 
continuity of the tract whenever the stomach is not 
suitable. 

With the fact recognized that it is possible to re- 
establish the continuity of the gastroesophageal tract 
and that it is possible to control infection, it is of 
little wonder that the standard operation today is the 
transthoracic or transthoracoabdominal resection of 
esophagus for neoplasm, the continuity of the esoph- 
agus and the gastrointestinal tract being reestablished 
through either an esophagogastrostomy or an esopha- 
gojejunostomy. It is proper to state, without giving 
exact figures, that within the past decade literally 
hundreds of patients with carcinoma of the esophagus 
have undergone successful resection of some portion 
or all of the esophagus with continuity of the passage 
being reestablished. The operative mortality has 
ranged from 10 to 60 per cent, depending upon the 
type and location of the tumor and the skill of the 
surgeon. Although a group of highly trained and ex- 
perienced men connected with large medical centers 
have performed a majority of these operations, many 
operations have been carried out successfully by com- 
petent surgeons in small hospitals located in small 
communities. The operative mortality which was 
originally prohibitive has now fallen to a level which 
is not too different to that of many other less ex- 
tensive surgical procedures. The comfort and satis- 
faction of being able to eat in a natural way is al- 
ways a source of satisfaction and gratification to a 
patient. The knowledge that it is now feasible to 
restore effectively the continuity of the esophagogas- 
trointestinal tract with a minimum of risk to the pa- 
tient is a great boon to the thoracic surgeon who has 
occasion to treat patients affected with a carcinoma 
of the esophagus. 

Kent and Harbison®® pointed out the most im- 
posing hurdle to the successful management of pa- 
tients having esophageal cancer or carcinoma of the 
cardia of the stomach is the delay in the establish- 
ment of a diagnosis. They said that diagnosis is sel- 
dom difficult and that the cardinal symptom is dys- 
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phagia. I urge that every effort be made to establish 
a diagnosis before obstruction becomes apparent. 


Stephens and Revenau reported that 25 per cent 
of all cases of esophageal cancer studied at autopsy 
showed no metastasis. Metastases are distributed 
mainly by way of the lymphatics and rarely by the 
blood stream, but carcinoma of the distal esophagus 
does spread to the liver by way of the portal circu- 
lation.®© Carcinoma of the upper two-thirds of the 
esophagus metastasizes to the mediastinal and para- 
bronchial lymph nodes, and that of the lower one- 
third metastasizes to the lymph nodes along the lesser 
curvature of the stomach. Distant metastases occur 
in the lung in 30 per cent of cases, in the liver in 
16 per cent, and in other organs including the bony 
framework to a much smaller extent. The important 
lesson to be obtained from these observations is the 
fact that a considerable portion of all cancers of the 
esophagus seen for the first time are operable and 
that the patient has a chance to be cured or to have 
palliative relief by surgical removal of the lesion pro- 
vided there is not too much time consumed in watch- 
ing to see what will happen. Recurrence takes place 
at esophagostomy stomas and within adjacent organs 
by direct extension. This knowledge renders it im- 


perative that diagnostic studies should be completed 
without delay. 


If it is impossible either to establish or to disprove 
a diagnosis of carcinoma of the esophagus in the 
presence of esophageal obstruction or questionable 
symptoms, exploratory thoracotomy is indicated. I 
agree with Byrnes and Garlock,®! when a diagnosis 
has been established, the relief obtained from resec- 
tion justifies exploration in every patient who can 
be rendered a ‘fair surgical risk®* even though cure 
cannot be accomplished. 


RESULTS 


Some idea of the improved mortality figures ob- 
tained with more recent improvements in techniques 
is evident from table 1. 


TABLE 1.—Comparative Postoperative Mortality in Early and Recent 
Cases of Carcinoma of the Esophagus. 


Surgeon No. Cases Mortality (%) 


Year 
1871-1907 All as 100 
1933 Ohsawa 43 53.4 
1940 Garlocl: Piet d sieve 19 36.8 
1940 Oschner and DeBakey” . . 4 75 
1942 Churchill and Sweet 13 23 
1943 Phemister . 10 40 
RECENT 
DeAmesti and Otaiza.... 14 57 
Thompson ... 37.5 
Payne and Clagett5?, 58... 31 13 
ae 0.0-23.6 
f11.7 
\34 


1948 
1948 
1948 
1948 
1952 


Sweet®® stated that from 1939 to 1947 he operated 
in 52 consecutive cases of carcinoma at all levels of 
the esophagus with no infection after administration 
of antibiotics. In all, 189 patients were treated; no 
patient was refused surgery for exploration unless 
there were obvious contraindications, and age alone 
was never a deciding factor. Analysis of 166 cases 
showed a steady increase from 6.7 per cent post- 
operative mortality in patients less than 45 years of 
age to 22.4 per cent in those more than 65 years. 

Clagett®* reported in 1945 in a total of 57 cases 
of carcinoma of the esophagus operated upon at Mayo 
Clinic (45 in males, 12 in females), no hospital 
deaths occurred among 24 patients on whom ex- 
ploratory surgery only was performed and 5 deaths 
occurred among 33 patients in whom lesions were 
resected. There were no deaths among the last 19 
cases of resection. Of the 33 patients treated by re- 
section at that time, 7 had recurrences; 2 developed 
strictures at the site of anastomosis and were treated 
by dilation of the strictures. Sectioning of the vagus 
nerve was considered necessary and did not always 
result in delay in emptying of the stomach. 

When Clagett gave his report, 2 patients were 
well three years after resection; 3 after two years; 
2 after eighteen months; and 12 after twelve months. 


Garlock® reported that his mortality figures for 
1950 showed 18 to 20 per cent mortality for resec- 
tion of the esophagus with supra-aortic anastomosis; 
for 1952, up to 32 per cent. He indicated that mor- 
tality was 10 per cent for resection of the lower one- 
third of the esophagus and cardia with anastomosis 
and 10.7 per cent using the thoraco-abdominal ap- 
proach in 1952. His patient living the longest after 
operation was one operated upon by modified Torek 
technique, alive after thirteen years. 

TABLE 2.—Results of Surgical Treatment in 77 Consecutwe Cases 


of Carcinoma of the Esophagus and Cardia 
Reported by Adams. 


Age Explorations Resections 
( yr.) No. Deaths No. Deaths 


40 10 0 6 0 
50 25 0 8 4? 
60 35 2" 11 3+ 
70 7 ps 4 0 


Gastroesophagostomy 
Without Resection (No.) 


Total 77 2 29 


*Cardiorespiratory failure. 
+Cardiorespiratory failure in 2; infection in 1. 
tPulmonary embolism. 


Adams® reported the results in table 2 in his treat- 
ment of 77 consecutive cases of carcinoma of the 
esophagus and cardia. He indicated that 1 patient 
was living four and one-half years after resection; 
2 patients four years afterward; 2 patients three and 
one-half years afterward; and 1 patient two years 
afterward. 
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CARCINOMA OF ESOPHAGUS — Hudson — continued 


Sweet®® reported his results in a total of 257 pa- 
tients as in table 3. 


TABLE 3.—Operative Deaths in 257 Patients with Carcinoma of the 
Esophagus Treated Surgically by Sweet.® 








Location of Legion No. Deaths 
Cervical segment sree aa : aa ae ” 
Superior mediastinal segment .. . ee 2 1 
Midthoracic segment ........ Vile Nip at we ed 98 24 
MOINS sect ants oh wo bus a n\6 ack ee se 52 OK eA 143 17 

> a hn shite itt ee 6 Pc Sl i P 42 





I am able to report 1 of my patients alive and in 
good health seventeen years after resection of the 
cervical esophagus and larynx for carcinoma of the 
esophagus. 

It should be noted at this point that jejunostomy 
or gastrostomy for preliminary feeding before opera- 
tion is not favored by Clagett. I am of the same 
frame of mind and feel that much is to be gained 
by proceeding with the direct attack on the primary 
disease. Y. K. Wu and H. H. Loucks®® reported from 
Peiping, China, in 1942 on the results in 11 cases of 
esophageal resections for carcinoma. In 5 cases re- 
sections were performed without anastomosis with 2 
operative deaths; 1 patient died seven and one-half 
months later of tuberculosis; 2 survived four and 
one-half months and six months respectively. Eight 
cases were treated by resection with anastomosis with 
3 operative deaths; 1 patient died six months later 
of heart disease; 4 survived seventeen, eight, three, 
and one month respectively after operation. 

Payne and Clagett®’ 5° reported no deaths from 
simple transthoracic exploration in 70 cases, in 31 
of which the patients were found to be inoperable. 
Regional lymph nodes were involved in 49 of the 
cases. Immediate postoperative deaths occurred in 
5 of those in whom resection was carried out. 

Calculation of survival rates by Berkson’s actuarial 
methods gave one year survival of 71 per cent; two 
year survival 40 per cent; and three year survival 31 
per cent. Payne and Clagett expressed the belief that 
transthoracic resection is the best method for the 
surgical approach to malignant lesions of the lower 
part of the esophagus, the cardia, and upper part of 
the fundus of the stomach. 

These figures and others®® ® point clearly to the 
value of the increased knowledge and understanding 
that come with experience and to the value of the 
improved technique and skill of the men who have 
been privileged to contribute to the advancement of 
this aspect of the science of surgery. They also bring 
out the great need for early recognition of the dis- 
ease and the need for some additional measure which 


will enable one to prevent local and metastatic re- 
currence. 
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OPERATIVE TECHNIQUES 


Numerous operative procedures and various ap- 
proaches have been devised and used in the past for 
esophageal carcinoma, all with one prime purpose in 
mind, that of eliminating or removing the carci- 
nomatous process. Torek utilized a transthoracic ap- 
proach to reach the midesophagus and succeeded in 
resecting the lesion, but the use of a rubber tube to 
reestablish the passageway by connecting the cervical 
esophagotomy with the stomach through a gastrosto- 
my was not entirely satisfactory. Nor was the use of 
a tube of skin united with the cervical esophagus 
and stomach, nor extrathoracic skin tunnels for the 
implanting of the stomach or jejunum satisfactory be- 
cause of the fact that food did not always pass down- 
ward as readily as was to be desired and that at times 
they became unsightly and intolerable to the patient. 
The extrapleural approach through the back into the 
mediastinum, as exercised by Lilienthal,®' was subject 
to many of the same objections. With the advent of 
the transthoracic or transthoracoabdominal approach 
combined with proper anesthetic and fluid replace- 
ment and balance, the entire outlook upon esophageal 
surgery became one full of hope for the future of 
the patient requiring esophageal surgery. The appear- 
ance of antibiotics was another great help because 
previous to this type of therapy infection was one 
of the greatest obstacles. 

Some of the important features and advantages of 
the transthoracic approach for removal of a carcinoma 
of the thoracic esophagus might be suggested at this 
point. 

A left transthoracic approach allows full and ready 
exposure of the entire thoracic esophagus except that 
the arch of the aorta can cause some interference. 
By sectioning the left diaphragmatic leaf from the 
hiatus to the chest wall and extending the thoracic 
incision anteriorly and distalward, the necessary ex- 
posure for any required abdominal surgery can be 
obtained. The exact location of the thoracic incision 
varies with the location of the lesion. In cases of a 
lesion in the proximal portion of the esophagus, the 
incision is best made about the level of the seventh 
or eighth rib. In the case of lesions in the distal 
portion of the esophagus, the incision is best made 
about the level of the ninth rib. The incision may 
extend beyond the costal arch and across the rectus 
muscle in case of gastric involvement. 


The stomach and the esophagus can be anastomosed 
at any level from the cardia to and including the 
cervical esophagus. It is necessary (1) to preserve 
sufficient blood supply to maintain the viability of 
that portion of the esophagus which is to be pre- 
served and (2) to preserve sufficient blood supply 
to maintain the viability of that portion of the 
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stomach or jejunum which is to be transplanted into 
the thorax and anastomosed with the proximal por- 
tion of the esophagus. Division of the gastrohepatic 
and gastrocolic omentum and the left gastric artery 
allows free mobility of the stomach. Preservation of 
the other portions of the blood supply is sufficient 
to maintain a viable stomach for the transplant. It is 
important that a wide margin be allowed between 
the cancer and the line of excision. The stomach 
should be united with the esophagus in an end-to- 
side anastomosis. Careful suturing of the mucosa to 
mucosa, reinforcing this line of suture of the mucosa 
with a second layer of outer interrupted silk and 
bringing serosa to muscularis, renders the anastomosis 
less likely to leak. Sometimes it is more convenient 
to remove the spleen than to try to preserve it with 
its blood supply. 

In those cases in which the stomach cannot be 
approximated to the esophagus it may be best to fol- 
low the technique of Roux or some modification of 
his technique, a loop of the jejunum being used to 
form the union with the esophagus by performing an 
end-to-side anastomosis between the first portion of 
the jejunum and the loop of the jejunum. Yudin did 
much to bring attention to the fact that the jejunum 
can be transplanted and to popularize it. Care should 
be exercised to anchor the stomach or jejunum in 
the mediastinum that there may be no tension on 
the line of suture. 

The reestablishment of the continuity of the esoph- 
agogastrointestinal passageway leads to a greater de- 
gree of convenience, comfort, and happiness for the 
patient and should be the procedure of choice in by 
far the greatest majority of cases of esophageal re- 
section for carcinoma or other tumors of the esoph- 
agus. In inoperable cases, a by-pass may be per- 
formed for palliative relief. 

A number of surgeons®*: °* have found that the 
right thoracic approach with division of the azygos 
vein for all lesions proximal to the seventh thoracic 
vertebra improves the exposure. The aortic arch and 


Bleeding Gastrointestinal Lesions 


Roentgen examination is of great value in providing in- 
formation about the exact location and appearance of lesions 
which cause gastrointestinal bleeding in infants and chil- 
dren, Dr. John R. Hodgson, Mayo Clinic radiologist, re- 
ported in the October issue of Radiology. 

Dr. Hodgson and Dr. Roger L. J. Kennedy, from the 
clinic’s pediatric section, made a study of 246 infants and 
children seen at Mayo Clinic. The physicians divided the 
patients into three groups. In the group of children less 
than 2 years old, intussusception was the most common 
cause, followed by Meckel’s diverticulum and volvulus; and 
in the group 2 through 6 years old, the most common 


descending aorta are not obstacles, and other struc- 
tures are more clearly exposed. Hollingsworth® ob- 
served that the right thoracic approach is of greater 
magnitude than the left but that the greater ease of 
mobilization of the esophagus and stomach compen- 
sates for the more extensive incision. 


SUMMARY 


Carcinoma of the esophagus causes approximately 
5 per cent of all deaths due to malignancies. It is a 
disease of midlife, reaching its peak in persons be- 
tween the years of 50 and 70. Carcinoma of the 
esophagus occurs in 3 men to 1 woman. It occurs 
in the proximal one-third of the esophagus in 10 to 
12 per cent of all cases; in the middle one-third in 
about 45 per cent; and in the distal one-third in 
about 45 per cent. Squamous cell carcinoma consti- 
tutes a big majority of the lesions appearing in the 
proximal two-thirds, whereas adenocarcinoma consti- 
tutes the majority of those appearing in the distal 
one-third. 

Early diagnosis of carcinoma of the esophagus is 
of utmost importance and will be accomplished most 
frequently when close attention is given to vague 
symptoms. Dysphagia is the most common symptom 
but may be a late symptom. All symptoms related 
to the act of deglutition, vague or otherwise, should 
be investigated with recourse to fluoroscopy, roent- 
genograms, and esophagoscopy with biopsy and cell 
studies. 

Surgical technique is perfected to such an extent 
that patients with carcinoma of the esophagus need 
no longer go without either palliative or curative re- 
lief. Reports of patients living five or more years 
after operation are increasing. 


Further attention should be given to the preven- 
tion of local and metastatic recurrence in carcinoma 
of the esophagus. 
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source of bleeding was polyps of the colon, and next was 
chronic ulcerative colitis, which was the most common 
cause in the group from 7 through 15 years. 

The ease of roentgenographic diagnosis was usually di- 
rectly proportional to the age of the patient, and roentgen 
diagnosis of bleeding lesions of the gastrointestinal tract 
in children more than 6, except in a few instances, closely 
resembled those of adults, Dr. Hodgson reported. 

Dr. Hodgson advised on children less than 7 years of age 
that exchange of ideas on how best to overcome the techni- 
cal problems and familiarity with the cause of hemorrhage 
may increase the value of roentgen examination in locating 
the source of bleeding from the alimentary tract. 
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CASE REPORTS 


RECURRENT POSTERIOR DISLOCATION 
OF THE SHOULDER 


Report of a Case 
BRUCE M. CAMERON, Lt. (MC) USNR, United States Navy Hospital, Yokosuka, Japan 


Tuis case of recurrent posterior dis- 
location of the shoulder is reported because the con- 
dition is rare and because a heretofore undescribed 
operative repair which was used proved to be satis- 
factory when put to a severe test. 

Relatively few articles have appeared describing 
the mechanism of posterior dislocation, but in the 
majority of cases, the shoulders dislocated when in- 
ternally rotated, regardless of any other motion,® * 
just as the most pernicious motion causing anterior 
dislocation is external rotation. As the exact patho- 
logic change in anterior dislocation is not known, so 
it is not known in posterior dislocation,* but in both 
it can be assumed to be due primarily to a combina- 
tion of a torn or lax capsule, with either an inef- 
ficient subscapularis muscle (failing to limit external 
rotation in anterior dislocation) or inefficient rotator 
cuff muscles (failing to limit internal rotation in 
posterior dislocation ). 

The Putti-Platt operation, properly executed, has 
proved to be successful in more than 90 per cent of 
cases in which it was used for anterior recurrent dis- 
location of the shoulder, and it was designed essen- 
tially to imbricate and shorten the anterior portion 
of the capsule and to tighten the subscapularis mus- 
cle, a combination strengthening the shoulder an- 
teriorly and limiting external rotation.’ It is logical 
to assume that a procedure designed to imbricate and 
shorten the posterior portion of the capsule and to 
tighten the muscles of the rotator cuff, thereby 
strengthening the shoulder posteriorly and limiting 
internal rotation, would be successful in cases of pos- 
terior recurrent dislocation of the shoulder, and it 
was on this assumption that this operation was 
planned. 


CASE REPORT 


S. W. S., a staff sergeant with the United States Marine 
Corps, aged 29, was admitted to United States Naval Hos- 
pital 3923 on September 29, 1953, complaining of recurrent, 
posterior dislocation of the right shoulder. He said that in 
January, while he was holding to a ship’s landing net, the 
small boat in which he was standing lurched, leaving him 


* Although several lesions have been reported as a result of anterior 
or posterior recurrent dislocation of the shoulder,.*.* there are many 
cases in which lesions have not been noted at operation. 
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suspended by the right arm, which was in complete abduc- 
tion. His body twisted counterclockwise (internally rotat- 
ing the shoulder), and the joint dislocated with a loud 
snap. It was reduced by a medical officer twenty-four hours 
later and placed in a sling for three days, at which time 
it redislocated, requiring another reduction; this time an 
airplane splint was applied. “Circulatory difficulty” devel- 
oped, and the splint was replaced with a Velpeau dressing, 
which was worn three months, after which time the shoulder 
was mobilized and the patient returned to duty. However, he 
began to have frequent dislocations, and in the month prior 
to admission, the shoulder dislocated three times. 

The general physical examination and laboratory tests 
were normal. Examination of the right shoulder revealed 
no atrophy nor loss of strength or motion, and the scapulo- 
humeral rhythm and neurovascular status were normal. The 
patient could voluntarily dislocate the head of the humerus 
posteriorly, and it was possible for the examiner to do this 
by levering the head posteriorly while abducting and in- 
ternally rotating the shoulder. Roentgenograms were nor- 
mal and showed no defect in the head or glenoid. © 

Operation —On October 20, under a general anesthesia, 
the patient was placed in the prone position, and following 
routine preparation, the right shoulder was draped so that 
the arm was free for manipulation. An incision was made, 
beginning at the posterior margin of the acromion, extend- 
ing medially along the spine of the scapula to a point 1 
inch lateral to the base of the scapular spine, and then 2 
inches caudad. The deltoid muscle was reflected laterally 
from its posterior origin along this spine, exposing a por- 
tion of the bellies of the supraspinatus, infraspinatus, and 
teres minor muscles, and their insertion into the capsule 
forming the rotator cuff. The circumflex scapular artery, 
appearing in the triangular space, and the axillary nerve, 
with the posterior humeral circumflex artery, appearing in 
the quadrangular space, were protected (fig. la). An in- 
cision then was made through the rotator cuff, separating it 
from the underlying capsule (fig. 1b). The capsule, which 
was thickened and voluminous, was incised in the same 
plane, exposing the head of the humerus (fig. Ic). The 
medial segment of capsule was advanced laterally, tightened 
to the desired degree, and trimmed so that its edge fitted 
beneath the insertion of the rotator cuff muscles. This 
medial, overlapped segment was sutured to the lateral 
edge of the capsular incision (fig. 1d) with chromic 
no. 1 catgut mattress sutures, and the imbrication completed 
with the same suture material (fig. le). The rotator cuff 
was advanced laterally across its origin, over which it was 
also double-breasted with the same suture material while 
the arm was in external rotation (fig. 1f). The deltoid 
muscle was reattached, the wound closed in layers, and the 
arm placed in an airplane splint in 90 degrees abduction, 
30 degrees flexion, and 70 degrees external rotation. 





FIG. la. Diagram showing the structures of the posterior aspect of 
the shoulder after the deltoid muscle has been reflected laterally from 


the spine of the scapule. The supraspinatus, infraspinatus, and teres 
minor muscles insert into the capsule to form the rotator cuff. Some 
of the fibers of the supraspinatus may not be seen and will not be 
used in the repair. The axillary nerve with the posterior humeral 
circumflex artery in the quadrangular space, and the circumflex scapu- 
lar artery in the triangular space are protected. 

b. Diagram showing the incision through the rotator cuff, expos- 
ing the underlying capsule. 

c. Diagram showing the incision through the capsule exposing the 
head of the humerus in the joint. 


d. Diagram showing the method of placing the first row of sutures 
in the imbrication of the capsule, with the arm externally rotated. 
The medial segment has been tightened and trimmed to fit beneath 
the insertion of the rotator cuff muscles. 

e. Diagram showing the method of placing the second row of 
sutures completing the imbrication of the capsule with no. 1 chromic 
catgut. 

f. .Diagram showing the method of placing the second row of 
sutures in the completion of the imbrication of the rotator cuff with 
no. 1 chromic catgut. The insertion of the muscles has been advanced 
laterally, and the arm is externally rotated. 
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The splint was worn for six weeks, and at the end of 
this time, physiotherapy was instituted for the shoulder to 
regain strength and motion. January 4, 1954, eleven weeks 
postoperation, the patient was discharged to duty, with full 
strength and a full range of motion, with the exception of 
a loss of 10 degrees internal rotation. 


Three weeks after discharge, the patient was in a small 
craft that capsized at sea during a landing exercise, and as 
a result, more than twenty men were drowned. He was 
compelled to swim, with a full pack, for forty-five minutes 
before being rescued, during which time he kept four others 
afloat. He was sure that he would have drowned if this 
incident had occurred prior to surgery because the shoulder 
would have dislocated. He reported this incident February 
20, 1954 (four months postoperation), at which time the 
shoulder was reexamined and found to be normal except 
for a loss of 10 degrees internal rotation. He was last ob- 
served in May, 1954 (seven months postoperation), at 
which time he was having no further difficulty and was 
performing full duty. 


COMMENT 


It is admitted that 1 case with a follow-up of seven 
months may not be conclusive enough to report an 
operative technique. However, recurrent posterior dis- 
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location of the shoulder is extremely rare, occurring 
once in 70 recurrent dislocations of the shoulder, and 
once in 25,000 admissions at United States Naval Hos- 
pital 3923, an institution in which one would expect 


to see this condition more often than in the ordinary 


civilian hospital. A series of any appreciable number 


is almost impossible to obtain, and the test to which 
this particular case was subjected was severe enough 
to show that the repair was satisfactory. This opera- 
tion, done posteriorly and based on the Putti-Platt re- 
pair for anterior recurrent dislocation of the shoulder, 
was simple to execute and required eleven weeks con- 
valescence before the patient returned to full duty. 
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Ky., Pres.; Dr. Joseph L. Knapp, 210 N. Westmoreland, Dallas, 


Secy. 

Southern Surgical Association. Dr. John C. Burch, Nashville, Pres.; 
Dr. George Finney, 2947 St. Paul St., Baltimore, Secy. 

Southwest Allergy Forum. Dr. Henry D. Ogden, New Orleans, Pres.; 
Dr. Stanley Cohen, 1441 Delachaise St., New Orleans, Secy. 

Southwest Regional Cancer Conference, Fort Worth. Dr. John L. 
Wallace, Box 1719, Fort Worth, Chm. 

Southwestern Medical Association, Phoenix, Ariz., November, 1955. 
Dr. Joseph Bank, Phoenix, Pres.; Dr. Celso C. Stapp, 800 Mon- 
tana, El Paso, Secy. 

Southwestern Surgical Congress, Kansas City, Mo., Sept. 12-14, 1955. 
Dr. Lawrence P. Engel, Kansas City, Mo., Pres.; Dr. C. M. O'Leary, 
207 Plaza Court Bldg., Oklahoma City, Secy. 

Tri-State Medical Society, Texarkana, September, 1955. Dr. William 
B. Harrell, Texarkana, Pres.; Dr. Karlton Kemp, 408 Hazel, Tex- 
arkana, Ark., Secy. 

United States-Mexico Border Public Health Association. Mr. Richard 
F. Poston, San Francisco, Pres.; Dr. Sidney B. Clark, 314 U. S. 
Court House, El Paso, Secy. 

STATE 

Private Clinics and Hospitals Association of Texas, Corpus Christi, 
Dec. 4-5, 1954.. Dr. W. R. Swanson, Taylor, Pres.; Dr. John 
Dupree, Levelland, Secy. 

Texas Academy of General Practice. Dr. L. Bonham Jones, San An- 
tonio, Pres.; Dr. Woodson W. Harris, 308 W. 15th St., Austin, 
Secy. 

Texas Academy of Internal Medicine. Dr. Martin S. Buehler, Dallas, 
Pres.; Dr. George M. Jones, 1314 Medical Arts Bldg., Dallas, 
Secy. Meetings restricted to members. 

Texas Air-Medics Association, Fort Worth, April 24-25, 1955. Dr. 
J. S. Minnett, Dallas, Pres.; Dr. C. F. Miller, P. O. Box 1338, 
Waco, Secy. 

Texas Association of Blood Banks, Houston, 1955. 
Williams, Abilene, Pres.; Miss Marjorie Saunders, 
Ave., Dallas, Secy. 

Texas Association of Obstetricians and Gynecologists, Houston, Feb- 
ruary, 1955. Dr. G. F. Goff, Dallas, Pres.; Dr. Carey Hiett, 815 
Fifth Ave., Fort Worth, Secy. 

Texas Chapter, American College of Chest Physicians, Fort Worth, 
April 24, 1955. Dr. Howard E. Smith, Austin, Pres.; Dr. John 
Wiggins, 1707 Medical Arts Bldg., Fore Worth, Secy. 

Texas Club of Internists. Victor E. Schulze, San Angelo, Pres.; Dr. 
Charles Darnall, Capital National Bank Bldg., Austin, Secy. 
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Texas Dermatological Society, Fort Worth, April 24, 1955. Dr. Paul 
H. Power, Waco, Pres.; Dr. Thomas L. Shields, 1216 Pennsylvania 
Ave., Fort Worth, Secy. 

Texas Diabetes Association, Fort Worth, April 24, 1955. Dr. George 
M. Jones, Dallas, Pres.; Dr. Hugo Engelhardt, P. O. Box 2180, 
Houston, Secy 

Texas Division, American Cancer Society, San Antonio, Jan. 28-29, 
1955. Mr. Travis Wallace, Dallas, Pres.; Mr. J. Louis Neff, 1609 
Colorado, Austin, Executive Director. 

Texas Geriatric Society. Dr. Henry H. Niehuss, Longview, Pres.; Dr. 
Frank V. Mondrik, 214 Bramlette Bldg., Longview, Secy. 

Texas Heart Association, Fort Worth, April 25, 1955. Dr. George R. 
Herrmann, Galveston, Pres.; Mr. Edgar M. Brown, 404 Jesse H. 
Jones Library Bldg., Texas Medical Center, Houston 25, Executive 
Director. 

Texas Hospital Association, Houston, April 12-14, 1955. Mr. W. U. 
Paul, El Paso, Pres.; Mrs. Ruth Barnhart, 2210 Main St., Dallas, 
Secy. 

Texas Neuropsychiatric Association. Dr. Edgar S. Ezell, Fort Worth, 
Pres.; Dr. Bruce H. Beard, 1519 Pennsylvania, Fort Worth, Secy. 

Texas Orthopedic Association, Fort Worth, April 25, 1955. Dr. 
Brandon Carrell, Dallas, Pres.; Dr. Margaret Watkins, 3629 Fair- 
mount St., Dallas, Secy. 

Texas Pediatric Society, Galveston, October, 1955. Dr. M. C. Car- 
lisle, Waco, Pres.; Dr. James N. Walker, 3616 Tulsa Way, Fort 
Worth, Secy. 

Texas Proctologic Society. Dr. Jack Kerr, Dallas, Pres.; Dr. John 
McGivney, 2202 Avenue L, Galveston, Secy. 

Texas Public Health Association, Galveston, Feb. 13-16, 1955. Mr. 
Ed Riedel, Austin, Pres.; Mr. H. E. Drumwright, City Health De- 
partment, Dallas, Executive Secy. 

Texas Radiological Society, Houston, Jan. 21-22, 1955. Dr. E. F, 
Lyon, Jr., San Antonio, Pres.; Dr. R. P. O'Bannon, 650 Fifth Ave., 
Fort Worth, Secy. 

Texas Railway and Traumatic Surgical Association, Fort Worth, April 
25, 1955. Dr. Raleigh White, Temple, Pres.; Dr. W. D. Marrs, 
306 Broadway, Fort Worth, Secy. 

Texas Rheumatism Association. Dr. Charles H. Cornwell, Marlin, 
Pres.; Dr. Warren W. Moorman, 901 W. Leuda, Fort Worth, Secy. 

Texas Society for Mental Health, Mineral Wells, 1955. Dr. Charles 
N. Burrows, San Antonio, Pres.; Mrs. Elizabeth F. Gardner, 2504 
Jarratt Ave., Austin 3, Executive Secy. 

Texas Society of Anesthesiologists, Fort Worth, April 24, 1955. Dr. 
Frank O. Barrett, El Paso, Pres.; Dr. Milton M. Rosenzweig, 200 
Wildwood Dr. E., San Antonio, Secy. 

Texas Society of Gastroenterologists and Proctologists, Fort Worth, 
April 25, 1955. Dr. Charles Hardwicke, Austin, Pres.; Dr. W. T. 
Arnold, 1402 Hermann Prof. Bldg., Houston, Secy. 

Texas Society of Ophthalmology and Otolaryngology. Dr. John L. 
Matthews, San Antonio, Pres.; Dr. Gatlin Mitchell, 1604 Medical 
Arts Bldg., Fort Worth, Secy. 

Texas Society of Pathologists, Dallas, Jan. 30, 1955. Dr. John J. 
Andujar, Fort Worth; Pres.; Dr. Lloyd R. Hershberger, Shannon 
Memorial Hospital, San Angelo, Secy. 

Texas Surgical Society. Dr. Dudley Jackson, Sr., San Antonio, Pres.; 
Dr. Albert W. Hartman, 414 Navarro St., San Antonio 5, Secy. 

Texas Tuberculosis Association, Galveston, April 15-16, 1955. Mrs. 
Joella Terrill Butler, Wichita Falls, Pres.; Miss Pansy Nichols, 
2406 Manor Rd., Austin, Executive Secy. 

Texas Urological Society, Corpus Christi, Feb. 27-28, 1955. Dr. S. 
J. R. Murchison, Forte Worth, Pres.; Dr. A. J. Ashmore, 255 
Medical Dental Bldg., Corpus Christi, Secy. 

West Texas Surgical Society. Dr. J. A. Shapira, Midland, Pres.; Dr. 
Milton J. Loring, 304 North N St., Midland, Secy. 

DISTRICT 

First District Society, Pecos, Feb. 11, 1955. Dr. John W. O’Don- 
nell, Alpine, Pres.; Dr. H. D. Garrett, First National Bldg., El 
Paso, Secy. 

Second District Society. Dr. John R. Mast, Midland, Pres.; Dr. M. J. 
Loring, 304 North N St., Midland, Secy. 

Third District Society, Borger, April, 1955. Dr. M. C. Overton, Jr., 
Pampa, Pres.; Dr. William Klingensmith, 215 Fisk Bldg., Ama- 
rillo, Secy. 

Fourth District Society, Brownwood, October, 1955. Dr. James N. 
White, San Angelo, Pres.; Dr. Joe B. Stephens, Bangs, Secy. 

Fifth and Sixth Districts Society, Corpus Christi, July 7-9, 1955. 
Dr. John J. Sloan, Corpus Christi, Pres.; Dr. E. Jackson Giles, 
Medical Center, Suite 42, Corpus Christi, Secy. 

Seventh District Society, Austin, Feb. 17, 1955. Dr. William Mc- 
Lean, Austin, Pres.; Dr. John Rainey, 1709 San Antonio, Austin, 
Secy. 

Eighth District Society, Galveston, 1955. Dr. George E. Glover, Jr., 
Victoria, Pres.; Dr. York Lancaster, Port Lavaca, Secy. 

Ninth District Society, Houston, March 17, 1955. Dr. Thomas H. 
Giddings, Brenham, Pres.; Dr. Lyman C. Blair, 1212 Rothwell, 
Houston, Secy. 

Tenth District Medical Society. Dr. J. C. Klein, Lufkin, Pres.; Dr. 
Rider Stockdale, Jasper, Secy. 
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Eleventh District Society, Dr. Porter Bailes, Tyler, Pres.; Dr. Hugh 
F. Rives, Jacksonville, Secy. 


Twelfth District Society, Marlin, Jan. 11, 1955. Dr. Neil Buie, 
Marlin, Pres.; Dr. Paul H. Mitchell, Corsicana, Secy. 
Thirteenth District Society, Abilene, March 2, 1955. Dr. Mal Rumph, 


Fort Worth, Pres.; Dr. Robert D. Moreton, 815 Medical Arts 
Bldg., Fort Worth, Secy. 


Fourteenth District Society. Dr. J. David Thomas, Denton, Pres.; 
Dr. L. W. Johnston, 502 W. College St., Terrell, Secy. 


Fifteenth District Society, Mount Pleasant, 1955. Dr. R. L. Johnson, 
Mount Pleasant, Pres.; Dr. R. L. Hardman, Mount Pleasant, Secy. 
CLINICS 


Dallas Southern Clinical Society, Dallas, March 14-17, 1955. Dr. 
Lawrence B. Sheldon, Dallas, Pres.; Miss Helga Boyd, Medical 
Arts Bldg., Dallas 1, Executive Secy. 


Central Texas Spring Clinic, Waco, March 2, 1955. Dr. Ross Shipp, 
Waco, Pres.; Dr. Milton Spark, 121 Dallas St., Waco, Secy. 
International Medical Assembly of Southwest Texas, San Antonio, 


Jan. 24-26, 1955. Dr. John M. Smith, Jr., 205 Camden St., 
San Antonio, Secy. 


New Orleans Graduate Medical Assembly, New Orleans, March 7-10, 


1955. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane Ave., 
New Orleans 12, Secy. 


North Texas-Southern Oklahoma Fall Clinical Conference. Dr. L. N. 
Simmons, 1518 Tenth St., Wichita Falls, Chairman. 


Oklahoma City Clinical Society Conference, Oklahoma City. Miss 


Alma F. O'Donnell, 512 Medical Arts Bldg., Oklahoma City 2, 
Executive Secy. 


Postgraduate Medical Assembly of South Texas. Dr. Edward T. Smith, 
906 Hermann Professional Bldg., Houston, Secy. 


State Tumor Conference, Wichita Falls, April, 1955. Dr. Bailey R. 
Collins, 925% Scott Street, Wichita Falls, Director. 
BOARD EXAMINATIONS 


Texas State Board of Examiners in Basic Sciences, Austin. Mrs. Betty 
Ratcliff, 407 Perry-Brooks Bldg., Austin, Chief Clerk. 
Texas State Board of Medical Examiners. Dr. M. H. Crabb, 


1714 
Medical Arts Bldg., Fort Worth, Secy. 


Southwestern Medical Association 


The Southwestern Medical Association met in El Paso, 
November 17-19, and the following officers were elected: 
Dr. John H. Dettweiler, Albuquerque, N. M., president- 
elect; Dr. Earl L. Malone, Roswell, N. M., vice-president; 
and Dr. Celso C. Stapp, El Paso, secretary-treasurer. Execu- 
tive committee members are Dr. Louis Jekel, Phoenix, Ariz.; 
Dr. Maynard Hart, El Paso; and Dr. A. G. Herrera, Chihua- 


hua, Mexico. Dr. Joseph Bank, Phoenix, took office as 
president. 


Guest speakers for the three day session were Dr. Edwin 
H. Ellison, Ohio State University College of Medicine, 
Columbus; Dr. Harold Boyd, University of Tennessee Col- 
lege of Medicine, Memphis; Dr. Willard M. Allen, Wash- 
ington University School of Medicine, St. Louis; Dr. A. E. 
Maumenee, Stanford University School of Medicine, San 
Francisco; Dr. Kensey M. Simonton, Mayo Foundation, 
Rochester, Minn.; Dr. William Parson, University of Vir- 
ginia Department of Medicine, Charlottesville; Dr. John H. 
Lamb, University of Oklahoma School of Medicine, Okla- 
homa City; Dr. M. Digby Leigh, Children’s Hospital, Los 
Angeles; Dr. Jerome W. Schilling, Pacific Telephone and 
Telegraph Company, Los Angeles; and Mr. Mac F. Cahal, 
executive secretary, American Academy of General Practice. 

Registrants at the meeting totaled 336. In addition to the 
scientific program, there were luncheons, a golf tournament, 
a cocktail party, and special entertainment for the ladies. 


Hotel Reservations for Annual Session 
Adequate hotel accommodations are available in Fort 
Worth for the Texas Medical Association annual session 
April 24-27. Reservations should be made directly with the 
hotel of choice (see the December issue of the TEXAS STATE 
JOURNAL OF MEDICINE, page 832, for a list of hotels). 
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1955 MARCH OF DIMES 


The 1955 March of Dimes is now in progress. Sponsored 
by the National Foundation for Infantile Paralysis, the 
drive, which began January 3 and will conclude January 31, 
must raise funds for a bigger job this year. The goal is 
$64,000,000 for the purchase of vaccine ($9,000,000), for 
scientific research ($2,700,000), for professional education 
($2,900,000), and for patient aid including hospitalization 
(at least $29,900,000). 


The poliomyelitis attack rate in Texas in 1954 was about 
55 per cent higher than the national average, according to 
reports from state health officers to the Na- 
tional Foundation. Nationwide, the number 
of cases reported in 1954 was the third 
highest on record. Of the ten hardest hit 
large counties in the country during the five 
year period from 1949-1953, three were in 
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The big question in 1955 is the effective- 
ness of the poliomyelitis vaccine developed 
by Dr. Jonas E. Salk. If the vaccine is effec- 
tive, a maximum amount must be available 
for use, and if it is ineffective, further research will be 
necessary. In Texas, about 38,000 children were innocu- 
lated during the field trials last spring. 


Since 1938 at which time the March of Dimes was 
brought into being, $203,600,000 has been spent by the 
National Foundation for financial assistance to patients 
(hospitalization, braces and appliances, and nursing and 
physical therapy services for 294,000 patients); $9,500,000 
for medical care, including support of Georgia Warm 
Springs Foundation, Tuskegee Institute Infantile Paralysis 
Center, and regional respirator centers; $22,700,000 for 
professional education for doctors, nurses, physical therapists, 
and others needed in the care of poliomyelitis patients; and 
$22,600,000 for scientific research. In 1954, expenditures 
for aid to 74,000 old and new patients by 3,100 local chap- 
ters and national headquarters totaled $28,000,000. 


, Texas (Harris, Dallas, and Bexar). 
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Loan Funds for Medical Schools 


The three Texas medical schools recently have been faced 
with a greater need for more loan scholarships to aid stu- 
dents in completing their medical education. 

Dr. Carl A. Nau, chairman of the Committee on Scholar- 
ships and Loans of the University of Texas School of Med- 
icine, Galveston, stated that now, due to the drought and 
other factors, the need for loan funds has increased tre- 
mendously during the past several months. He explained 
that most loans at the Medical Branch average around $250 
per year and are secured through co-signers with an interest 
rate of 214 per cent. Southwestern Medical School of the 
University of Texas, Dallas, also is having increased requests 
for loans, according to Mr. Robert W. Lackey, assistant dean 
of Student and Curricular Affairs. At Southwestern loans 
are made with co-signers on notes repayable after the stu- 
dent leaves school, and the usual interest rate is 3 per cent. 
Southwestern is also in need of continuing scholarships and 
scholarship endowments. Dr. Stanley W. Olson, dean of the 
Baylor University College of Medicine, Houston, said that 
Baylor has a similar need for loan funds. 

The three administrators hope that Texas physicians will 
be willing to help needy and worthy students by establish- 
ing loan funds. Funds may be provided as a memorial or 
on another basis and may be made for one year or any 
period desired. 














PERSONALS 


Dr, Alvis E. Greer, Houston, served as moderator for a 
panel discussion, “Modern Management of Pulmonary Tu- 
berculosis,” at the American College of Chest Physicians 
meeting, November 28-29, at Atlantic City, N. J. 

Dr. Charles L. Martin, Dallas, spoke on “Treatment of 
Cancer of the Fundus of the Uterus,” at the Southeastern 
States’ seventh annual Cancer Seminar, held in Miami, Fla., 
December 2-4. 

Dr. Herman L. Gardner, Houston, and Dr. Charles D. 
Dukes, Houston, were awarded the 1954 prize of the Cen- 
tral Association of Obstetricians and Gynecologists for their 
paper on “Haemophilus Vaginalis Vaginitis,” which was 
presented in St. Louis during the meeting of the society on 
October 8. 

Dr. William F. Mengert, Dallas, was installed as presi- 
dent of the American Academy of Obstetrics and Gynecology 
on December 16 at the group’s meeting in Chicago. 

Dr. William O’Quinn, Mineral Wells, was elected presi- 
dent of the Crippled Children’s Society at an area meeting 
on October 14 in Mineral Wells. Dr. John C. Allensworth, 
Mineral Wells, is a member of the board of directors. 

Dr. J. M. Coleman, Austin, spoke to the Giddings Parent- 
Teacher Association on “Child Growth and Development” 
at its November 9 meeting. 

Dr. Robert G. Carpenter, Dallas, was honored as Oak 
Cliff man of the month for October by the Oak Cliff Cham- 
ber of Commerce. 

The Bulletin of the Alumni Association of the University 
of Texas Medical Branch lists Dr. and Mrs. E. Peter Garber, 
Galveston, as parents of a boy born November 12. 


Surgeons Sectional Meeting in Houston 


The International College of Surgeons, Southwestern Di- 
vision, will have a regional meeting February 28-March 1 
in Houston, with Dr. Herbert T. Hayes of Houston as chair- 
man of the program. 

Out-of-state speakers scheduled for the session are Dr. 
Arnold S. Jackson, Madison, Wis.; Dr. Leo J. Starry, Okla- 
homa City, Okla.; Dr. Conrad G. Collins and Dr. Arthur 
Neal Owens, New Orleans; Dr. Herbert F. Traut, San 
Francisco; and Dr. Max Thorek, Chicago. In addition to 
the above speakers, many Texas surgeons will participate in 
the two-day scientific program, which will be held at the 
Jesse H. Jones Library Building. 

A luncheon will be held both days, and a banquet pre- 
ceded by a social hour will be given the first evening. The 
ladies auxiliary will have a hospitality room in the Sham- 
rock Hotel, headquarters for the meeting. A registration 
fee of $5 will be charged all members and nonmembers 
attending the meeting, with the exception of residents, in- 
terns, nurses, and military personnel, who will be admitted 
without charge. 


Southern Medical Association Meeting 

Several Texans were elected to offices and received awards 

when the Southern Medical Association held its forty-eighth 
annual meeting in St. Louis, November 8-11. 

Winning the top scientific exhibit award was Dr. G. V. 
Brindley, Jr., Temple, for his exhibit on bronchogenic carci- 
noma simulating benign pulmonary diseases. The second 
place award also went to Texans. Drs. Michael E. DeBakey, 
Denton A. Cooley, and Oscar Creech, Jr., all of Houston, 
won this for their work on surgery in aneurysms and 
thrombo-obliterative disease in the aorta. 

Dr. Milford O. Rouse, Dallas, was installed as chairman 
of the Council. Other Texans who took office are Dr. 
Curtice Rosser, Dallas, a member of the Editorial Board; 





Dr. Ray K. Daily, Houston, secretary of Women Physicians 
of the Southern Medical Association; and Mrs. O. W. Robin- 
son, Paris, first vice-president of the Woman's Auxiliary to 
the Southern Medical Association. 

Texas physicians selected to serve as section officers in- 
clude the following: Drs. Dolph L. Curb, Abe Hauser, J, 
Wade Harris, Edward W. Griffey, and G. Bittenbender, all 
of Houston; Dr. A. Ford Wolf, Temple; Drs. M. L. Howell, 
G. W. N. Eggers, Truman G. Blocker, Jr., and Garth L, 
Jarvis, all of Galveston; Drs. A. J. Gill and Lyle M. Sellers, 
both of Dallas. 

The next meeting of the Southern Medical Association 
will be in Houston, November 14-17, 1955. Total regis- 
tration for the 1954 meeting was 4,314, of which 2,201 
were physicians. Texas doctors who are members of the 
Association number 1,071. 





Cancer Meeting in San Antonio 


The ninth annual meeting of the American Cancer Society, 
Texas Division, will be held in San Antonio on January 28 
and 29, with a special session for physicians scheduled for 
2 p. m., January 29. 

The medical session, primarily about problems of gyn- 
ecologic and breast cancer, will be moderated by Dr. Robert 
R. Nixon, San Antonio. Participating in the panel will be 
Dr. Howard C. Taylor, Jr., New York, president of the 
American Cancer Society; Dr. C. P. Rhoads, New York; 
Dr. W. Kenneth Clark, New York, and Dr. R. C. Norman, 
Dr. A. W. Hartman, and Dr. David A. Todd, all of San 
Antonio. Also included will be a discussion of tissue cul- 
ture methods in breast papilloma by C. M. Pomerat, Ph. D., 
Galveston, and the showing of a new film by Dr. Dudley 
Jackson, Sr., San Antonio, on breast examination. 

The morning meeting on the first day will be a special 
session on cancer research for both laymen and physicians. 
Dr. John R. Heller, director of the National Cancer Insti- 
tute, Bethesda, Md., will speak. The remainder of the pro- 
gram will be presented by staff members of Brooke Army 
Hospital. 


POSTGRADUATE COURSE IN AUSTIN 

The University of Texas Postgraduate School of Medicine 
will sponsor a course in obstetrics and gynecology in Austin 
each Monday evening, January 31 through March 7, from 
7 to9 p.m. The course, scheduled to be held at the Texas 
Medical Association headquarters building, will be presented 
in cooperation with the Texas Medical Association, the 
Texas State Department of Health, and the Texas Academy 
of General Practice, the latter giving twelve credit hours. 

Speakers for the course will be Dr. S. Foster Moore, Jr., 
San Antonio; Dr. William F. Guerriero, Dallas; Dr. Robert 
A. Johnston, Dr. Maurice J. Meynier, Jr., Dr. Warren M. 
Jacobs, Dr. William S$. Derrick, and Dr. John A. Wall, all 
of Houston; and Dr. J. L. Jinkins, Sr., Galveston. 

Registration fee for the course is $15. 


GALVESTON PEDIATRIC CONFERENCE 


The University of Texas School of Medicine, Galveston, 
will be the scene of a pediatric conference on February 10- 
12 with the following guest speakers: Dr. Jerome Glaser, 
University of Rochester School of Medicine, Rochester, N. 
Y.; Dr. John Caffey, Columbia University School of Med- 
icine, New York; and Dr. Edward L. Pratt, Southwestern 
Medical School of the University of Texas, Dallas. The 
course will be given under the auspices of the Postgraduate 
Division of the University of Texas School of Medicine, the 
Child Health Program, and the Texas Chapter of the Acad- 
emy of General Practice. 


TEXAS State Journal of Medicine 


UNIVERSITY OF TEXAS POSTGRADUATE COURSES 


A course in ocular motor anomalies to be held February 
8 through March 17 on Tuesday and Thursday evenings in 
Houston has been planned by the University of Texas Post- 
graduate School of Medicine, Houston Division. Dr. Louis 
J. Firard will be in charge of the course, which is to be at 
the M. D. Anderson Hospital and Tumor Institute from 7 
to 9 p. m. Twenty-four credit hours will be given those 
attending, and the tuition fee is $35. 

A medical writing course has been scheduled by the Post- 
graduate School also. R. W. Cumley, Ph. D., will be in 
charge of this course, which will last for one hour each 
Tuesday and Thursday evening, February 22 through March 
31. Tuition fee is $10, and twelve credit hours will be 
given. 

Additional information about either course may be ob- 
tained from Dr. Grant Taylor, M. D., dean of the school, 
Texas Medical Center, Houston. 


TEXAS RHEUMATISM ASSOCIATION 


The Texas Rheumatism Association met in Galveston on 
December 10 to hear the guest speaker, Dr. Joseph J. Bunim, 
clinical director of the National Institute of Arthritis and 
Metabolic Diseases, Bethesda, Md., and other scientific 
speakers. 

Sixty members heard scientific papers by Dr. Bunim and 
Drs. G. W. N. Eggers, Arild E. Hansen, Samuel R. Snod- 
grass, and George R. Herrmann, all of Galveston; Drs. Jesse 
W. Hofer, M. D. Levy, Jr., and Charles L. Spurr, all of 
Houston; and Max Huffman, Ph. D., Oklahoma City. 

Newly elected officers are Dr. Charles H. Cornwell, 
Marlin, president; Dr. Frank Parrish, Houston, and Dr. 
Hofer, Houston, vice-presidents; and Dr. Warren W. Moor- 
man, Fort Worth, secretary-treasurer. 


Texas Academy of Internal Medicine 


The Texas Academy of Internal Medicine met in Galves- 
ton on December 11-12. Newly elected president is Dr. 
William Bondurant, San Antonio, and the vice-president is 
Dr. DeWitt Neighbors, Fort Worth. 

On the program were Drs. Hyman W. Paley, Raymond 
L. Gregory, Shih Y. Tsai, J. E. Johnson, Jr., Arthur Ruskin, 
George R. Herrmann, Benjamin De Pando, R. B. Crouch, 
J. B. McGolrick, and James R. Oates, all of Galveston. 

Also, Drs. William C. Levin, Milton R. Hejtmancik, 
David C. Miesch, John W. Middleton, Edward J. Lefeber, 
William L. Marr, Charles T. Stone, Edward D. Futch, III, 
and Vernie A. Stembridge, all of Galveston. 

In addition to the scientific program, the two day meet- 
ing included a business session, luncheon, and cocktail party. 

The secretary, Dr. George M. Jones, Dallas, announced 
that to be eligible for membership in the society a doctor 
must be either a fellow of the American College of Physi- 
cians or a diplomate of the American Board of Internal 
Medicine. He asks that physicians who are eligible and 
want to be members of the organization contact him. 


Heart Disease Symposium 

A symposium on “Diseases of the Heart’: is scheduled 
for February 7, Heart Day, by the Fort Worth Heart Asso- 
ciation. The symposium will be given by Dr. Dwight E. 
Harken, Harvard Medical School, Boston; Dr. G. E. Burch, 
Tulane University of Louisiana School of Medicine, New 
Orleans; and Dr. Donald W. Seldin, Southwestern Medical 
School of the University of Texas, Dallas. The program, 
an all day session, will be given at the Fort Worth Academy 
of Medicine Building, Fort Worth. 
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BLOOD BANK ASSOCIATION MEETS 


The fifth annual meeting of the Texas Association of 
Blood Banks was held in Abilene, December 3-4, and was 
attended by 276 delegates from fifty-six cities and ten states. 
In addition to a scientific program, a workshop for medical 
technologists was presented. Out-of-state speakers included 
Dr. T. H. Seldon, director of the Mayo Clinic Blood Bank, 
Rochester, Minn.; Dr. Oscar B. Hunter, Jr., director of the 
Oscar B. Hunter Laboratories, Washington, D. C.; and Dr. 
Marion R. Rymer, director of the Belle Bonfils Memorial 
Blood Bank, Denver, Colo. 

Association members voted to sponsor and begin opera- 
tion early in January of a blood bank clearinghouse in Dal- 
las. New officers are as follows: Dr. Jarrett E. Williams, 
Abilene, president; Dr. O. J. Wollenman, Fort Worth, presi- 
dent-elect; Dr. Jack Abbott, Houston; vice-president; Miss 
Jean Stubbins, Galveston, treasurer; and Miss Marjorie Saun- 
ders, Dallas, secretary. 


BLOOD SEMINAR IN TEMPLE 


The Veterans Administration Center at Temple is spon- 
soring a seminar on hematologic disorders on January 20-21. 
Dr. William Dameshek, Tufts College Medical School, 
Boston, is the main speaker. Other visiting physicians par- 
ticipating on the program are Dr. W. N. Powell and Dr. 
A. W. Sommer, Temple; Dr. E. E. Muirhead, Southwestern 
Medical School of the University of Texas, Dallas; and Dr. 
C. D. Fitzwilliam, Fort Worth. 


Emotional Problems in Children Course 


A postgraduate course on the clinical management of emo- 
tional problems in children is scheduled for April 4-9 at 
the University of Colorado Medical Center, Denver. Guest 
lecturer will be Dr. Reginald S. Lourie, director of the 
Psychiatric Clinic of the Children’s Hospital, Washington, 
D. C. Registration will be limited in order to keep the 
group from becoming too large for informal discussions; 
information may be obtained from the Office of Postgradu- 
ate Medical Education, University of Colorado Medical Cen- 
ter, 4200 East Ninth Avenue, Denver 20. 


Surgeons Qualification Tests 

Qualifying examinations for fellowship in the United 
States section of the International College of Surgeons will 
be held on the following dates in 1955: January 31-Febru- 
ary 1, April 25-26, July 25-26, and October 31-November 1. 
The examinations will be given at the Cook County Gradu- 
ate School and the Cook County Hospital, Chicago. All 
applications should address inquiries to Dr. Edward L. Com- 
pere, Secretary, Qualification and Examination Council, 1516 
Lake Shore Drive, Chicago 10. 


Physical Medicine and Rehabilitation Examinations 


The final date for filing applications to take the next ex- 
amination for the American Board of Physical Medicine and 
Rehabilitation is March 1, with the examinations scheduled 
for June 5-6 at Philadelphia. Applications for eligibility 
to the examinations should be mailed to the secretary, Dr. 
Earl C. Elkins, 30 North Michigan Avenue, Chicago 2. 


Forensic Sciences Meeting 
The seventh annual meeting of the American Academy 
of Forensic Sciences will be held in Los Angeles, February 
17-19. The programs are planned to inform the physicians 
on medicolegal problems. Additional information may be 
obtained by writing Dr. W. J. R. Camp, University of 
Illinois College of Medicine, 1853 W. Polk Street, Chicago. 





























































































































































































































































































































LIBRARY ENDOWMENT 


How many members of the Texas Medical Association 
know that it has a Committee on Library Endowment and 
what the purposes are? 

Condensed from the Association’s By-Laws, functions of 
the Committee on Library Endowment are to secure dona- 
tions for the Library of the Texas Medical Association and 
to obtain donations and endowment funds for the Texas 
Memorial Medical Library Association, an organization with 
Trustees identical to the Trustees of the Texas Medical Asso- 
ciation and with the expressed purpose of securing funds for 
the Library of the latter Association in the form of bequests 
and memorials. This committee’s purpose also is to keep 
the membership of the Association acquainted with services 
offered by the Library to members and to the public and 
aware of the Library's need for continuous greater develop- 
ment and better services. 

In partial fulfillment of its aims, the Committee on Li- 
brary Endowment takes this opportunity to remind members 
of the Texas Medical Association that their Library, in addi- 
tion to providing materials for medical writing and review 
with complete references and bibliographies, also may bor- 
row special data for them from any medical library in the 
United States. Also, a wealth of excellent motion picture 
films is available for showing to medical groups, and mate- 
rial for speeches with appropriate accompanying films for 
presentation to lay audiences, including schools, civic clubs, 
and forum audiences, is to be had for the asking. And all 
of these services are “for free.” 

Some of these services are made possible through be- 
quests and endowments already received by the Texas Me- 
morial Medical Library Association. If such services are to 
be properly maintained and improved and if the Library 
with its important approach to the ever widening field of 
medicine is to fulfill its intended purpose, it is essential that 
the endowment fund, which lags pitifully behind such funds 
of similar libraries, be enlarged. 

Everyone is grateful for the organizations and individuals 
that already have contributed so generously to this fund. 
Many of these contributions represent fitting tributes to 
leaders in medicine still with us or memorials to those 
passed on. 

The Committee on Library Endowment earnestly and sin- 
cerely solicits interest in perpetuating and widening the 
scope of that significant contribution which a good Library 
can make toward a better practice of medicine. 


JoE T. GILBERT, M. D., Austin, 
Secretary, Committee on Library Endowment, 
Texas Medical Association. 


BOOKS RECEIVED IN DECEMBER 


Bellett, Samuel: Clinical Disorders of the Heart Beat, Phil- 
adelphia, Lea and Febiger, 1953. 

Bisch, Louis E.: Be Glad You're Neurotic, New York, 
McGraw-Hill, 1946. 

Bonica, John J.: Management of Pain, Philadelphia, Lea 
and Febiger, 1953. 

Burch, George E.: Primer of Cardiology, ed. 2, Philadel- 
phia, Lea and Febiger, 1954. 

Burch, George E.: Spatial Vectorcardiography, Philadel- 
phia, Lea and Febiger, 1953. 

Burch, John C., and Lavely, Horace T.: Hysterectomy, 
Springfield, Charles C Thomas, 1954. 






LIBRARY SECTION 


Campbell, John D.: Manic-Depressive Disease, Philadel- 
phia, J. B. Lippincott Company, 1953. 

Ciba Foundation Symposium: Hypertension, Boston, Lit- 
tle, Brown and Company, 1954. 

Ciba Foundation Symposium: The Kidney, Boston, Little, 
Brown and Company, 1954. 

Ciba Foundation Symposium: Leukemia Research, Boston, 
Little, Brown and Company, 1954. 

Cobb, Stanley: Emotions and Clinical Medicine, New 
York, W. W. Norton and Company, 1950. 

Coley, Bradley L., and Higinbotham, Norman L.: Tumors 
of Bone, New York, Paul B. Hoeber, 1953. 

Donaldson, Samuel Wright: Roentgenologist in Court, 
ed. 2, Springfield, Charles C Thomas, 1954. 

Fishberg, Arthur M.: Hypertension and Nepbritis, ed. 5, 
Philadelphia, Lea and Febiger, 1954. 

Gertler, Menard M., and White, Paul D.: Coronary Heart 
Disease in Young Adults, Cambridge, Harvard University 
Press, 1954. 

Grimes, John Maurice: When Minds Go Wrong, ed. 2, 
New York, Devin-Adair Company, 1954. 

International Symposium: Dynamics of Virus and Ric- 
kettsial Infections, New York, Blakiston Company, 1954. 

Jawetz, Ernest, and others: Review of Medicine Micro- 
biology, Los Allos, Calif., Lange Medical Publishers, 1954. 

Lederer, Francis L.: Diseases of the Ear, Nose and Throat, 
Philadelphia, F. A. Davis, 1945. 

Moritz, Alan Richards: Pathology of Trauma, ed. 2, Phil- 
adelphia, Lea and Febiger, 1954. 

Ochsner, Alton: Smoking and Cancer, New York, Julian 
Messner, 1954. 

Papanicolaou, George N.: Aétlas of Exfoliative Cytology, 
Cambridge, Harvard University, 1954. 

Rodale, J. I.: This Pace Is Not Killing Us, Emmaus, 
Penn., Rodale Books Inc., 1954. 

Smith, Frederick M.: Surgery of the Elbow, Springfield, 
Charles C Thomas, 1954. 

Woodard, Christopher: Sport Injuries, London, Max Par- 
rish, 1954. 

Year Book of General Surgery, Chicago, Year Book Pub- 
lishers, 1954. 


Year Book of Medicine, Chicago, Year Book Publishers, 
1954. 

Year Book of Obstetrics and Gynecology, Chicago, Yeat 
Book Publishers, 1954. 


Year Book of Pediatrics, Chicago, Year Book Publishers, 
1954. 


CONTRIBUTIONS TO THE LIBRARY 


Grateful acknowledgment is made by the Texas Medical 
Association Memorial Library for the following recent gifts: 

Dr. Wylie Creel, Austin, 132 journals. 

Dr. J. Edward Johnson, Austin, 8 reprints, 5 journals, 1 
book. 

Dr. J. R. Nichols, Austin, 6 journals. 

Dr. William A. O’Quin, Mineral Wells, 103 books. 

Dr. L. H. Reeves, Fort Worth, autographed copy of his 
book, The Medical History of Fort Worth and Tarrant Coun- 
ty, One Hundred Years, 1853-1953. 

Dr. M. W. Rogers, Rule, 83 journals. 

Dr. N. L. Schiller, Austin, 16 journals, 8 reprints. 

Dr. David R. Womack, Austin, 8 journals, 2 copies of 
Medical News Letter. 
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Dr. J. H. Wooten, Jr., Columbus, J. R. Coxe’s Writings of 
Hippocrates and Galen, Philadelphia, Lindsay and Blakiston, 
1846. 


MOTION PICTURES FOR LOAN 


Obesity 
16 mm., sound, 12 minutes. Collaborator, Dr. John 
B. Youmans, Vanderbilt University, Nashville, Tenn. 
The opening scenes of the film show how obesity handi- 
caps youngsters and adults in sports, in social life, and at 
work. The film shows where fat normally accumulates and 
explains how the body uses fat. 


The next scene takes place in a high school gymnasium, 
where weighing and measuring of several students demon- 
strates the importance of maintaining proper weight. There 
are graphic drawings to illustrate the strain on the heart 
caused by excess fat and strain on the feet as well as various 
posture problems. The final point of the film brings to 
light several psychological reasons for overeating and makes 
clear a few simple rules of moderation. 


Junior and senior high school students of health and 
hygiene, biology, general science, and guidance; parent- 
teacher associations; Boy and Girl Scout organizations; Red 
Cross units; and adult groups concerned with the knowledge 
of the body and its functions will find the motion picture 
excellent for use as program material. 


Understanding Vitamins 
16 mm., sound, 14 minutes. Collaborator, Dr. John 
B. Youmans, Vanderbilt University, Nashville, Tenn. 
The film begins with a montage pointing out the great 
respect which the public has today for vitamins even though 
few people actually know what vitamins are. Past experi- 
ences have revealed that illnesses such as scurvy are caused 
by vitamin deficiencies, and the film shows that the human 
body needs more than ordinary food to keep healthy. Sev- 
eral of the important vitamins, such as A, B, D, and K, are 
analyzed. The last of the film shows wasteful practices in 
food preparation that lead to vitamin loss. 


This film is useful for junior and senior high school stu- 
dents of health and hygiene, biology, and general science. 
Also general adult groups will gain valuable information 
and guidance from the film. 


The Skeleton 


16 mm., sound, 12 minutes. Collaborator, Karl E. 
Mason, Ph. D., Universtty of Rochester, Rochester, 
N.Y. 

The opening scene emphasizes the amazing versatility and 
strength of the human body frame. It contrasts the struc- 
tures of different types of living things, invertebrates includ- 
ing the sponge and coral and vertebrates such as the fish 
and the bird. The film analyzes the skeletal structure of 
man, showing how the bones and muscles function in a 
highly coordinated manner to give the human body strength 
and flexibility. The protective and structural functions of 
the bones are explained. 


The second scene shows how cartilage is, formed and 
how bone matter is developed in the infant and young child. 

The third scene analyzes the structure of bone. 

This film is excellent for high school classes in biology, 
health, and physical education; for Boy and Girl Scout first 
aid classes; Red Cross courses; schools of nursing; and health 
departments. Premedical students will be interested in the 
film’s roentgen-ray photography and drawings illustrating 
the development of bone structure. _ 
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BOOK NOTICES 


‘The Hepatic Circulation and Portal Hypertension 
CHARLES G, CHILD, III, M. D., Professor of Surgery, 
Tufts College Medical School; Chairman, Depart- 
ment of Surgery, New England Center Hospital; At- 
tending Surgeon, New York Hospital. Illustrated. 
444 pages. $12. Philadelphia, W. B. Saunders Com- 
pany, 1954. 

The appearance of this excellent book is both appropriate 
and beneficial at a time when there is considerable interest 
in the aspects of portal hypertension. The comparative anat- 
omy, embryology, anomalies, physiology, and gross and 
microscopic anatomy of the hepatic circulation are reviewed 
carefully. The chapter on portal hypertension is especially 
good, containing case analyses of all published reports of 
shunt procedures designed to lower portal hypertension. The 
author’s comments on the procedure of hepatic artery liga- 
tion are also well taken. There is a brief chapter on portal 
venography with illustrations and case descriptions. Judging 
from the title of the book, one might be surprised to find 
a chapter concerning pancreaticoduodenectomy with resection 
of portal vein; four detailed case reports of this procedure 
are outlined. The sections on case selection for shunt pro- 
cedure, preoperative care, and postoperative care are com- 
plete. A section describes the author’s experiments with sud- 
den and complete occlusion of the portal vein in the Macaca 
Mulatta monkey. 





This is a scholarly, well documented treatise and can be 
highly recommended to clinicians, internists, and surgeons, 
and to the present and future investigators in the field of 
portal hypertension. 


Current Therapy, 1954, Latest Approved Methods of Treatment 
for the Practicing Physician 3 


Edited by HOWARD F. CONN, M. D., Uniontown, Pa. 
Consulting editors, M. Edward Davis, M. D., F.A.C. 
S., Chicago; Vincent J. Derbes, M. D., F.A.C.P., New 
Orleans; Garfield G. Duncan, M.D., F.A.C.P.; Pbil- 
adelphia; Hugh J. Jewett, M. D., Baltimore; William 
J. Kerr, M.D., F.A.C.P., San Francisco; Perrin H. 
Long, M.D., F.R.C.P., New York City; H. Houston 
Merritt, M.D., New York City; Paul A. O'Leary, 
M. D., F.A.C.P., Rochester, Minn.; Walter L. Palmer, 
M.D., Pb. D., F.A.C.P., Chicago; Hobart A. Rei- 
mann, M.D., F.A.C.P., Philadelphia; Cyrus C. Stur- 
gis, M.D., F.A.C.P., Ann Arbor, Mich.; Robert H. 
Williams, M. D., F.A.C.P., Seattle, Wash. 898 pages. 
$11. Philadelphia, W. B. Saunders Company, 1954. 
The sixth of an annual series, this is the latest treatment 
used by many authorities. This quick reference book serves 
the user accurately. The rapid development of new drugs 
and methods has made the frequent revisions necessary. 
The treatments and methods advocated are sound and are 
those most generally accepted. If the previous editions are 
any indication, it is likely that this book will be in constant 
use and well worn before the next edition appears. 


*The Grassi Block Substitution Test for Measuring Organic 
Brain Pathology 


JOSEPH R. Grassi, A. B., M. A., Director of Clinical 

Psychology, Assistant Professor of Clinical Psychol- 

ogy, Bowman Gray School of Medicine, Wake For- 

est College, Winston-Salem, N. C. 75 pages. $3. 
Springfield, Ill., Charles C Thomas, 1954. 

While adhering to Goldstein’s premise that brain damage 

results in an impairment of abstract thought, Grassi has in- 

troduced methodologic innovations in both presentation and 





10, Roger Hollan, M. D., San Antonio. 
"Ira Iscoe, Assistant Professor of Psychology, The University of 
Texas, Austin. 
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scoring. The patient is required to copy from actual blocks 
rather than from a drawing. Concrete and abstract repro- 
ductions are each measured at two levels of functioning. 
Each cube (Kohs Blocks) has the same colors in identical 
arrangement and distribution of the six sides, with each 
block having one side painted yellow, one white, one red, 
one blue, one red and white, and one blue and yellow, the 
latter two sides in a half-and-half diagonal arrangement. 
The stimulus material consists of five models made from 
these blocks, and the patient attempts to reproduce each 
model at four levels of increasing complexity. For example, 
whereas the lowest level (simple concrete) merely involves 
reproducing the top side of the design, the highest level 
(complex abstract) involves not only reproducing all six 
sides but also using different colors from those of the model. 

The scoring system is relatively simple: the higher the 
score, the less likelihood of cranial dysfunction. Although 
in the original standardization, a division point of 16 served 
to differentiate between pathologic and normal, Grassi cau- 
tions against diagnosis on the basis of scores alone. Several 
qualitative signs are to be noted during the test performance. 
These, plus the patient’s level of intelligence, all enter into 
the final interpretation. Although the consideration of the 
level of intellectual function is understandable, it is difficult 
to justify the inclusion of qualitative signs if the numerical 
scores themselves serve to differentiate the cases as efficient- 
ly as the author claims. 

The test is sufficiently challenging to make further in- 
vestigation imperative. If independent research substantiates 
the original data, the Grassi test may prove a valuable aid 
in the difficult task of determining the presence of intra- 
cranial lesions. Until such findings are presented, the test 
is best employed as a research tool rather than a valid clin- 
ical instrument. 


Thoughts About Life 


FELIX FRIEDBERG. 40 pages. $2.50. Philosophical 
Library, New York, 1954. 


®Textbook of Physiology and Biochemistry 


GEORGE H. BELL, B. Sc., M. D. (Glasg.), Professor 
of Physiology in the University of St. Andrews at 
University College, Dundee; J. NORMAN DAVIDSON, 
M. D., D. Sc. (Edin.), Gardiner Professor of Physt- 
ological Chemistry in the University of Glasgow; and 
HAROLD SCARBOROUGH, M. B., Ph. D. (Edin.), Pro- 
fessor of Medicine in the Welsh National School of 
Medicine of the University of Wales and Director of 
the Medical Unit in the Royal Infirmary, Cardiff. 
Foreword by ROBERT C. GARRY, M.B., D.Sc.(Glasg.), 
Regius Professor of Physiology in the University of 
Glasgow. Second edition. 1,002 pages. $11. Balti- 
more, Williams and Wilkins Co., 1953. 

The reviewer would indicate first that this book was re- 
viewed not by a physiologist but by an average physician 
who has been out of school for a considerable length of 
time. The book has a style easy to read, and the material 
is presented in an interesting and understandable fashion. 
It is an excellent book for bringing a doctor up to date on 
recent developments in both biochemistry and physiology. 

The various body systems are well covered and the dia- 
grams and illustrations are well selected and presented. The 
scope and content of this book is far too great to be sum- 
marized in a short book review, but a doctor liking funda- 
mental explanations of body chemistry and physiology can 
spend many an interesting evening with this work. 

Even the most recent methods of artificial respiration are 
well depicted and illustrated. This book might have its 
greatest appeal to clinicians who wish to tie up their physi- 
ology and biochemistry clinically. 


8Joe C. Rude, M. D., Austin. 








‘Diseases of Women 


By ten teachers, under the direction of FREDERICK 
W. ROQUES, M. D., F.R.C.S., F.R.C.O.G. Edited by 
FREDERICK W. ROQUES, JOHN BEATTIE and JOSEPH 
WRIGLEY. Ninth edition. 480 pages. $6.50. Lon- 
don, Edward Arnold and Company, 1953. 

This is the latest edition of a work written by ten con- 
tributors primarily as a textbook for medical students. It 
seems lacking in detail for that purpose, especially in regard 
to differential diagnosis and treatment. The opinions ex- 
pressed about radiation and endocrine therapy are overly 
cautious and pessimistic even as warnings to enthusiastic 
young men. 


This might be a volume of more value to a specialist in 
a different field who wants a quick review or reference than 
to a student or general practitioner. Every chapter is well 
and concisely written, the illustrations are adequate, and the 
index is good. 


"Resuscitation of the Newborn 


JOSEPH D. Russ, M. D., F.A.A.P., Assistant Professor 
of Pediatrics, Tulane University School of Medicine; 
Senior Pediatrician, Touro Infirmary, New Orleans, 
La. 55 pages. $2.50. Springfield, Ill., Charles C 
Thomas, 1953. 

Dr. Russ presents a discussion of the causes, effects, treat- 
ment, and after effects of neonatal asphyxia. It is advocated 
that a physician trained in resuscitation be present at all 
complicated deliveries (such as in cases of cesarean sections, 
premature deliveries, prolapsed cords, and rising or falling 
fetal heart beats). He recommends immediate warmth, a 
minimum of handling, a clear airway, and oxygenation of 
the blood stream within thirty seconds after severing the 
cord. The use of the waxed silk or plastic intratracheal 
catheter passed tactilely into the trachea is described. The 
technique of direct resuscitation by gently puffing one’s 
own breath into the catheter with just sufficient pressure to 
produce expansion of the infant’s chest is presented. Dr. 
Russ believes that this procedure is superior to the use of 
many machines designed for this purpose. 


The monograph is well written, concise, direct, practical, 
and informative. It is based on the extensive clinical expe- 
rience of the author at the Touro Infirmary in New Orleans. 
The book is of value to those concerned with resuscitation 
of the newborn and may well become a standard reading 
requirement for medical students during their obstetrical 
training. 


*Regional Block 
DANIEL C. MoorE, M. D., Director, Department of 
Anesthesiology, Mason Clinic; Chief of Anesthesia, 
Virginia Mason Hospital, Seattle, Wash. 373 pages. 
$11. Springfield, Ill., Charles C Thomas, 1953. 
This book has three major divisions: the desidearata for 
regional anesthesia, detailed instructions for regional anes- 
thesia of all parts of the body, and a special section on spinal 
epidural and caudal anesthesia. It is designed for the gen- 
eral practitioner and attempts to give him full instruction on 
the basic anatomy, pharmacology, and pathology, as well as 
techniques. The illustrations portray the procedures graph- 
ically, and the techniques chosen have a gratifying high per- 
centage of success, even for beginners. It is highly recom- 
mended to all who are beginning the study or practice of 
regional anesthesia. Specialists will find the book valuable 
for its many excellent illustrations and as a compendium of 
the experience of a leader in the field. 





4Mary R. Dye, M. D., Plainview. 
5A. L. Exline, M. D., Austin. 
SJames W. Lassiter, M. D., Austin. 
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Fundamentals of Anesthesia 


Prepared under the editorial direction of the Con- 
sultant Committee for Revision of Fundamentals of 
Anesthesia, a publication of the Council on Pharmacy 
and Chemistry of the American Medical Association. 
Third edition. 279 pages. $9. Philadelphia, W. B. 
Saunders Company, 1954. 

The first two editions of this book were published as a 
text for medical officers in military service during World 
War II. The material for the present volume has been 
taken from the previous editions and has been expanded 
and rewritten, and new material has been added by a num- 
ber of contributors to bring it up to date. The development 
of new techniques and the new insight into the pharmacol- 
ogy of anesthetic and depressant drugs have made the re- 
vision necessary. 

Dr. Robert T. Stormont, secretary, Council on Pharmacy 
and Chemistry, states that as a result of the editorial liber- 
ties taken by the revisions committee with regard to arrange- 
ment and selection of materials, it would be difficult to 
identify a chapter as the work of a specific author. The 
book is recommended as a teaching aid for students and a 
reference for those starting to specialize in anesthesiology. 
"Legal Medicine 

Edited by R. B. H. GRADWOHL, M. D., Sc. D., F.A. 
P.H.A., Director of the Police Laboratory, Metropoli- 
tan Police Department, St. Louis; Pathologist to 
Christian Hospital. St. Louis. 1093 pages. 222 il- 
lustrations. $20. St. Louis, C. V. Mosby Company, 
1954. 

In the specialty of forensic medicine Dr. Gradwohl long 
has been prominent. A founder and the first president of 
the American Academy of Forensic Science, he has perhaps 
contributed as much to his field as any living American. In 
“Legal Medicine” he furthers his position of eminence. 


This volume is a complete and scholarly collection of dis- 
cussions of such subjects as are common to both medicine 
and law. These are written by various authorities in the 
United States and England and are compiled and edited by 
Dr. Gradwohl. Also included are several sections by Dr. 
Gradwohl himself. 


The medical aspects of criminology, crime detection, and 
determination of cause of death are considered fully, as are 
subjects such as blood identification, postmortem changes, 
sudden death, and the broad field of forensic toxicology. 

Forensic psychiatry and the legal relations of the mentally 
ill are discussed fully. There are sections dealing with the 
general relationship of the law to the practice of medicine, 
legal authorization for autopsies, paternity proceedings, 
medicolegal aspects of alcohol intoxication, and the role of 
the physician as an expert witness. 

Also included is a discourse on the development and 
philosophy of workmen’s compensation laws. Although the 
average physician probably will not change his views, he 
at least will gain insight into the problem so as to be able 
to assume a more realistic approach. 

This book is of particular interest to pathologists. How- 
ever, there is no field of medicine completely divorced 
from law. The general practitioner who occasionally is 
called to determine cause of sudden death, to appear in 
court in a personal injury case, or to commit an insane 
person to confinement will find the book especially valu- 
able. Further, this book is recommended to any physician 
as fascinating, interesting, and entertaining reading. 


——— 


‘William H. Andrew, Jr., M. D., Austin. 
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“Conduction Anesthesia 
GEORGE P. PITKIN, M. D., F.A.CS., F.I.C.A., Second 
edition. 1,005 pages. $22.50. Philadelphia, J. B. 
Lippincott Company, 1953. 

This is the second edition of Dr. Pitkin’s monumental 
work. Nearly all of his writings are continued, but the 
remainder of the text has been extensively revised and 
brought up to date. One particularly irritating feature of 
the first edition, the wide separation of text and illustration, 
has been eliminated. The revised portion is lucid and well 
written, supplemented with well chosen drawings and photo- 
graphs, and printed on a good grade of paper. This book is 
recommended as the best available to all who are interested 
in regional anesthesia. 


*The Mechanism of Labour 


ERIK RYDBERG, M. D., Professor of Obstetrics and 
Gynecology, University of Copenhagen, Copenhagen, 
Denmark. 180 pages. $4.75. Springfield, Ill., Charles 
C Thomas, 1954. 

The object of this book is to present evidence in support 
of the author’s theory of the mechanism of labor. The dis- 
cussion is mainly limited to a mechanical explanation of 
fetal motion during normal labor in vertex presentation, 
and a large amount of original work is presented in this 
monograph. Roentgen rays of the infant passing through 
the birth canal are clearly portrayed; motion pictures of 
birth are studied; and experiments with models are clearly 
illustrated and easily understood. The author discusses free- 
ly other explanations of the mechanism of labor and points 
out the reasons for his agreement and/or disagreement with 
other theories. 


The main point of his theory is that the movements of 
the fetal head during labor are determined essentially by the 
shape of the head and the shape, elasticity, and plasticity 
of the wall of the soft birth canal. The author concludes 
that the shape of the fetal head is the chief factor in deter- 
mining its movements during labor. 


This monograph is well written and illustrated and should 
provide an invaluable reference to graduate students and 
teachers who are interested in the subject. 


The Cutaneous Manifestations of Systemic Diseases 


JOHN GODWIN DOWNING, M. D., Professor of Der- 
matology and Syphilology, Tufts College Medical 
School; Professor of Dermatology, Boston University 
School of Medicine; Physician-in-Chief, Diseases of 
the Skin, The Boston City Hospital; Dermatologist- 
in-Chief, Massachusetts Memorial Hospitals, St. Eliz- 
abeth’s Hospital, St. Margaret’s Hospital, St. Joseph’s 
Hospital. 146 pages. $4.25. Springfield, Ill., Charles 
C Thomas, 1954. 

Using a compilation of lectures given to medical students 
at Tufts College Medical School and Boston University 
School of Medicine, the author has attempted to show the 
internist, surgeon, and general practitioner that he must 
know something about cutaneous diseases and be able to 
recognize them in the same way he does diseases of the 
other body organs. 


There are many black and white plates, an alphabetical 
bibliography, and a splendid index. 

Some of the topics discussed are dermatitides due to 
hypersensitivity, cutaneous manifestations of nutritional dis- 
orders, and cutaneous manifestations of rheumatic disorders. 
In the conclusion the author stresses the need for all fields 
of medicine to exercise more care and develop greater knowl- 
edge of the cutaneous manifestations of systemic diseases. 





8James W. Lassiter, M. D., Austin. 
*Joseph A. Guilbeau, Jr., M. D., San Benito. 





ORGANIZATION SECTION 


AMERICAN MEDICAL ASSOCIATION 


INTERIM SESSION IN MIAMI 


The House of Delegates at the American Medical Asso- 
ciation’s eighth annual clinical meeting, held November 29- 
December 2 in Miami, discussed medical ethics, internships, 
grievance committees, geriatrics, hospital accreditation, oste- 
opathy, the doctor draft law, state-subsidized medicine, mal- 
practice insurance problems, and other subjects having to do 
with the nation’s health. Dr. Karl B. Pace of Greenville, 
N. C., was named 1954 General Practitioner of the Year. 


During the meeting the AMA Board of Trustees an- 
nounced the appointment of a thirteen member commission 
to make a comprehensive survey of the various types of 
plans through which American people receive medical serv- 
ices. Dr. Leonard W. Larson of Bismarck, N. D., a member 
of the Board of Trustees, will head the commission. The 
work is to begin immediately, and it is expected to take at 
least a year to complete the survey. 


In addition to the scientific program, scientific and tech- 
nical exhibits, and the motion picture program, the physi- 
cians attending the opening session heard addresses by Dr. 
Walter B. Martin of Norfolk, Va., AMA President; Mr. 
Seaborn P. Collins, National Commander of the American 
Legion; Mrs. Oveta Culp Hobby, Secretary of Health, Edu- 
cation, and Welfare; and Mr. Edwin J. Faulkner, President 
of the Woodmen Accident and Life Company of Lincoln, 
Neb. 

The House of Delegates passed a Pennsylvania resolution 
directing that the AMA Board of Trustees consider the cre- 
ation of an organization on geriatrics within the present 
structure of the American Medical Association. 

Approving a recommendation from the Council on Con- 
stitution and By-Laws, the House amended Section 7 of 
Chapter I of the Principles of Medical Ethics so that it now 
reads as follows on the subject of patients and copyrights: 

“A physician may patent surgical instruments, appliances 
and medicines or copyright publications, methods and pro- 
cedures. The use of such patents or copyrights or the receipt 
of renumeration from them which retards or inhibits re- 
search or restricts the benefits derivable therefrom is un- 
ethical.” ; 

A progress report from the committee to study the rela- 
tionship between osteopathy and medicine was adopted. 
After the committee met with officials of the American 
Osteopathic Association, final arrangements for visiting five 
of the six schools of osteopathy were made. Dr. John W. 
Cline, chairman, has appointed members of his committee 
and several participating deans to visit the five schools, be- 
ginning January 28. The final report of the committee, 
which is expected to be ready for the June AMA meeting 
in Atlantic City, is to cover the nature, scope, and quality of 
education in schools of osteopathy. 

Another subject discussed and acted on was the doctor 
draft law. The House adopted a policy statement recom- 
mending that the doctor draft law should not be extended 
after June 30, 1955, and that study of the problems should 
continue. Recommendations are to be made to the United 
States Department of Defense at the earliest possible time 
for a more permanent solution to the problem, giving spe- 
cial attention to the further development of a career medical 
corps with adequate compensation therefor. 

At the closing session of the House of Delegates, Dr. Mar- 
tin accepted a citation on behalf of the American Medical 


Association for pioneering to bring educational television to 
the American public from Mr. James Keller, representative 
of the National Citizens Committee for Educational Tele- 
vision. At the same session Dr. George M. Fister of Ogden, 
Utah, presented a check for $10,355 to the American Med- 
ical Educational Foundation from the Utah State Medical 
Society. Dr. Louis H. Bauer, president of the Foundation, 
received the contribution and announced that $1,000 had 
been contributed by the Southern Medical Association. 

Registration at the meeting totaled more than 7,500, in- 
cluding 3,167 physicians. 


TV SHOW FEBRUARY 9 IN DALLAS, HOUSTON 
“Videclinic,” a special new closed circuit television pro- 
gram, will be presented coast to coast on February 9 by the 
American Medical Association. The telecast is scheduled in 
at least thirty cities throughout the United States, with Dal- 
las and Houston the only Texas cities scheduled to receive 
the program. 


A one and a half hour televised postgraduate medical 
education program, it is presented for the exclusive viewing 
of all practicing physicians, residents, interns, and senior 
medical students. 

The Dallas and Harris Counties Medical Societies will be 
hosts to viewers in their area. Dallas physicians can view 
the show at the Baker Hotel, and the program will be re- 
ceived in Houston at the Jesse H. Jones Library Building. 
The program will be at 8 p. m. in Texas and states in the 
central standard time zone. 


The show will use many modern television techniques, 
including live television, remote pickups from medical cen- 
ters, and adequate film coverage. 

Sponsored by the AMA and Smith, Kline & French Lab- 
oratories, the program will be on heart disease and is ex- 
pected to be viewed by 18,000 doctors. Projected as the 
“Medical Journal of the Air,” the new program will visually 
demonstrate new advances in medicine. 


CONGRESS ON INDUSTRIAL HEALTH 


The American Medical Association’s Council on Indus- 
trial Health is sponsoring the fifteenth annual Congress on 
Industrial Health in Washington, D. C., January 25-26. 
The congress will emphasize the building of an effective 
health program for American industry utilizing the facili- 
ties of medicine, government, management, and labor. Panel 
discussions on industrial health as a major component in 
community health, training and recruitment of qualified 
professional personnel, medical care plans, workmen's com- 
pensation and rehabilitation, and health in the atomic age 
will be given at the two-day meeting. 

A preconference session for medical society committee 
members will be held the day preceding the congress to 
consider problems of special interest to the medical pro- 
fession. 


AMA PROGRAM ON USE OF TELEVISION 
The Council on Medical Education and Hospitals of the 
American Medical Association has announced a program on 
February 5 in Chicago on the potential use of television in 


postgraduate medical education. Following an address by 
Dr. John Cline, San Francisco, the remainder of the morn- 
ing will be devoted to considerations of the educational 
aspects of the medium. That afternoon the conference will 
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deal with technical considerations and financing. Demon- 
strations using actual camera chains and receiving equipment 
are scheduled for the afternoon. 


On February 6-8 the Annual Congress on Medical Edu- 
cation and Licensure will be conducted under the auspices 
of the Council, the Federation of the State Medical Boards 
of the United States, and the Advisory Board for Medical 
Specialties. 


AMA Rural Health Meeting 


The tenth annual National Rural Health Conference is 
scheduled for February 24-26 at Milwaukee, Wis. In addi- 
tion to the regular program, the Honorable Walter H. Judd, 
M. D., congressional representative from Minnesota, will 
speak on “Rural Health and World Peace” at the Friday 
evening banquet. Also featured at the banquet will be the 
Medichoir, a group of forty-five University of Wisconsin 
medical students. 


Sponsored by the American Medical Association’s Council 
on Rural Health, the meeting will include panel discussions 
of farm and home safety; family responsibility for health; 
using our present health and medical care resources; survey 
of rural health facilities in seven northwestern states; and 
a weight control, nutrition, and health project in Rockford, 
Ill. Mr. J. P. Schmidt, professor of rural sociology at the 
University of Ohio, will be the general discussion leader. 


At the final luncheon, Dr. Leonard W. Larson, Bismarck, 
N. D., AMA trustee and one of the original Council mem- 
bers, will trace the Council’s development and activities dur- 
ing its first ten years. 

A special preconference session for physicians will be held 
on the morning of February 24, with discussions on the 
work of the medical society rural health committees, respon- 
sibilities of citizenship, and training for rural practice. 


AMA Receives Mental Health Citation 


The National Association for Mental Health recently 
awarded the American Medical Association and Smith, Kline 
and French Laboratories citations for their television presen- 
tation “Search for Sanity” on the March of Medicine pro- 
gram. The award winning program, which was broadcast 
over the NBC television network on October 31, marked 
the first network use of live television cameras in a hospital 
for the mentally ill. The citation commends the program 
for its “outstanding contribution to public understanding 
of the problem of mental illness.” The awards were pre- 
sented at the annual luncheon of the Southeastern Pennsyl- 
vania Association for Mental Health in Philadelphia, De- 
cember 7. 


AMA DIRECTORY BEING COMPILED 


The American Medical Association is sending cards to all 
doctors in the United States, its territories, and Canada in 
order that complete and accurate listings may be made in 
the forthcoming nineteenth edition of the American Med- 
ical Directory. 


In the five years since publication of the eighteenth edi- 
tion, it is estimated that about 40,000 new names have been 
added and about 20,000 have been removed. More than 
180,000 physicians have changed their addresses during this 
period. 


Will a movie aid you in making a speech to a lay audi- 
ence? Films “Mental Health” and “Drug Addiction,” avail- 
able on loan from the Texas Medical Association Library 
are excellent. 
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Annual Session Exhibits 


Members of the Texas Medical Association who wish to 
have scientific exhibits included at the annual session in 
Fort Worth, April 24-27, should submit their completed 
exhibit applications by February 25. Edward T. Smith, 
Houston, chairman of the Committee on Scientific Exhibits, 
will send an application blank and set of rules and regula- 
tions to each member of the Association who wishes to 
show a scientific exhibit. This completed application hlank 
should be returned to Dr. Smith at 6410 Fannin, Houston 
25. 

Besides the scientific exhibits, technical exhibits will be 
presented as in past years. A few spaces for this type of 
exhibit remain to be filled. The central office of the Texas 
Medical Association should be contacted about them. 


Ample time will be given persons attending the program 
to visit the exhibits, with breaks for that purpose during 
the formal scientific program. 


The motion picture program has been expanded this year 
and is under the direction of Mr. Ralph P. Creer, secretary 
of the Committee on Medical Motion Picture of the Amer- 
ican Medical Association. A special Sunday night motion 
picture session will begin this phase of the scientific ex- 
hibits, and films also will be shown each day of the meeting. 

Dr. Ray V. Brasher, Fort Worth, chairman of the Hotels 
Committee, states that the housing situation in Fort Worth 
is bright for anyone wishing to attend the convenion. Reser- 
vations should be made directly with the hotel of choice. 


PHYSICIANS PLACEMENT SERVICE 


Information about the various services offered ‘by the 
Texas Medical Association is being assembled for publica- 
tion in a booklet entitled “Guide to Services.” Included in 
the booklet is a discussion of the Physicians Placement 
Service. The placement service was created in 1948 from 
the Procurement and Assignment Committee which was 
established in 1946 to help place doctors being released 
from military duty. The volume of requests increased to 
the point that the new service required the full time em- 
ployment of one person. 

During 1954 information was distributed to 674 physi- 
cians seeking locations in Texas, and 146 of this number 
located in Texas, 41 selecting available locations on file at 
the central office. Of the original number, 105 accepted 
other positions throughout the state, and 319 physicians 
were dropped for various reasons. Currently 209 doctors 
registered with the service are seeking positions in Texas. 

During the past year the Physicians Placement Service 
has aided 152 locations in securing physicians, including 
communities in need of general practitioners as well as 
clinics and physicians desiring associates. Seventy-one of 
these locations were filled, 41 by physicians on file with 
the service and 30 by other means. Seventeen locations 
were removed from the list for various reasons, and 64 loca- 
tions in need of physicians are presently on file. 


The trend is predominantly toward general practice, both 
in locations available and physicians seeking locations. 

Any physician may be put on the mailing list to receive 
a booklet listing available locations. Upon expressing a 
desire for information, a doctor is asked to fill out a form, 
and after returning it, he is sent a copy of the current book- 
let relating to his specialty and put on the list to receive 
supplementary booklets. Each published booklet is sent to 
all hospitals in the state with approved intern/resident pro- 
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grams, the three medical schools in the state, the American 
Medical Association Placement Service, and other related 
organizations throughout the nation. 


Each listing of a location in the book gives such informa- 
tion as the name of the county and town; section of the 
state in which it is located; population of town and sur- 
rounding trade area; number of physicians in town if the 
community has additional physicians; hospital facilities avail- 
able and possibility of membership on hospital staffs; de- 
scription of available office space and housing; principal 
source of income for area; and facilities available for the 
doctor and his family. Specialist openings also list informa- 
tion about special qualifications necessary for the position. 

Inquiries from community representatives or from physi- 
cians desiring associates are also processed through this of- 
fice. When a community official expresses the necessity 
for a physician, the secretary of the county medical society 
is asked to fill out a form verifying the need for an addi- 
tional physician in that area. In most instances the need is 
verified, and the information is included in the placement 
booklet. In turn, a list of names and addresses of the physi- 
cians classified under the specialty they wish to practice is 
sent to the community. If further information is desired 
about any physician on the list, the central office supplies 
it upon request. Doctors work directly with an official 
in the community in deciding whether they wish to practice 
in a place or in obtaining additional information about it. 


COMMITTEE APPOINTEES 

Dr. T. C. Terrell, Fort Worth, and Dr. Everett C. Fox, 
Dallas, were reappointed November 18 by the President, 
Dr. F. J. L. Blasingame, Wharton, to represent the Texas 
Medical Association on the Hospital -Insurance- Physicians 
Joint Advisory Committee of Texas. Dr. Terrell and Dr. 
Fox have served previously in this capacity. 

Dr. W. P. Robert, Beaumont, was appointed December 
15 to fill the vacancy created by the resignation of Dr. L. C. 
Heare, Port Arthur, on November 7 as delegate to the 
Louisiana Medical Society. 


Executive Council January 23 

The Executive Council of the Texas Medical Association 
is meeting January 23 in the headquarters building in Aus- 
tin, beginning at 9 a. m. Many councils and committees of 
the Association are meeting in Austin prior to the Sunday 
morning Executive Council meeting. Saturday, January 22, 
the Conference of County Medical Society Officials will 
begin at 9:30 a. m. 


February Visitations 

Visitations scheduled for February to county medical so- 
cieties by officers and members of the central office staff of 
the Texas Medical Association are as follows: 

February 1—Anderson-Houston-Leon Counties Medical 
Society. 

February 8—Erath-Hood-Somervell Counties Medical So- 
ciety. 

February 10—Harrison County Medical Society. 

February 15—Brazos-Robertson Counties Medical Society. 


COUNTY SOCIETIES 


Bell County Society 
December 1, 1954 
(Reported by F. M. Hammond, Secretary ) 
The Bell County Medical Society met in Temple on De- 
cember 1 and elected officers. Announcements were made 


urging members to contribute to the American Medical Edu- 
cation Foundation and to inform doctors of the juvenile 
diabetic camp. H. H. Brindley, president, appointed J. D. 
Ibarra, Jr., Temple, chairman of the diabetic committee. 

A film on “Emotional Adjustment and Stress Reactions” 
was shown and was discussed by David B. Vinson, Ph. D., 
Houston psychologist. 

New officers which were elected at the meeting are F. M. 
Hammond, Temple, president; E. R. McCauley, Moody, vice- 
president; J. B. Brown, Temple, secretary-treasurer; D. Eanes, 
Temple, J. B. Talley, Temple, and W. B. Long, Belton, 
board of censors; R. R. Curtis, Temple, and R. A. Murray, 
Temple, delegates; and Rex Kirkley, Belton, and G. V. 
Brindley, Jr., Temple, alternate delegates. 


Bowie County Society 
(Reported by W. H. Merritt, Secretary) 

The Bowie County Medical Society recently elected the 
following officers for 1955: Henry Hawkins, New Boston, 
president; Karl Birdsong, DeKalb, first vice-president; Rob- 
ert Chappell, Texarkana, second vice-president; Gerald G. 
Pitman, Hooks, secretary-treasurer; and Cyrus Klein, Tex- 
arkana, censor. 

Brazoria County Society 
December 2, 1954 
(Reported by Carlos E. Fuste, Jr., Secretary) 

The Brazoria County Medical Society met on December 2 
in Freeport and heard a program given by guest speakers. 
Harvey Renger, Hallettsville, chairman of the Committee on 
Medical Economics; Mr. C. Lincoln Williston, Austin, ex- 
ecutive secretary of the Texas Medical Association; and Mr. 
Smith Pettigrew, medical coordinator of the Texas Employ- 
ers Insurance Association, spoke to society members. 

Officers elected for 1955 are M. Warren Hardwick, An- 
gleton, president; J. Milton Laughlin, Sweeney, vice-presi- 
dent; Carlos E. Fuste, Jr., Alvin, secretary; John S. Cald- 


well, Jr., Velasco, treasurer; and William D. Nicholson, 
Freeport, board of censors. 


Cameron-Willacy Counties Society 
November 15, 1954 
(Reported by Harry A. Miller, Secretary ) 
Use of Hip Prosthesis—Philip Day, San Antonio. 

The Cameron-Willacy Counties Medical Society met in 
San Benito on November 15 and heard the above scientific 
paper presented by Dr. Day. 

Mr. Tom Edgell, regional director of Blue Cross, answered 
questions regarding proposed acceptance of the service by 
the society as a group. Dudley Smith, Harlingen, reported 
on a meeting with telephone company officials; it was de- 
cided to list all members of the society and of Hidalgo- 
Starr Counties Medical Society under the heading of “Mem- 
bers of Texas State Medical Society” in the yellow pages 
of the telephone book in addition to listing specialists. It 
was announced that F. J. L. Blasingame, Wharton, President 
of the Texas Medical Association, would be a guest at the 
January meeting. The society members voted to invite the 
Hidalgo-Starr Counties Medical Society and the woman's 
auxiliary to meet with the group for that meeting, to be 
held in Harlingen. 


Comal County Society 
December 7, 1954 
(Reported by Thomas H. Brandes, Secretary) 

On December 7 the Comal County Medical Society met 
in New Braunfels and heard a program given by officers 
and a staff member of the Texas Medical Association. Mem- 
bers of the Hays-Blanco County Medical Society were guests. 
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Speakers were J. Layton Cochran, San Antonio, President- 
Elect of the Texas Medical Association; J. J. Hinchey, San 
Antonio, Councilor of District 5; and Mr. C. Lincoln Willis- 
ton, Austin, Executive Secretary. They gave a program on im- 
portant national and state legislation confronting physicians. 


Erath-Hood-Somervell Counties Society 
November 9, 1954 


Management of Surgical Diabetic Patient—William S$. Horn, Jr., Fort 
Worth 
The Erath-Hood-Somervell Counties Medical Society met 
at Stephenville on November 9 and heard the scientific pro- 
gram as outlined above. 


Hale-Floyd-Briscoe-Swisher Counties Society 
November 9, 1954 
(Reported by John C. Long, Jr., Secretary) 


The Hale-Floyd-Briscoe-Swisher Counties Medical Society 
met at Plainview on November 9 and heard a tape record- 
ing from the M. D. Anderson Foundation on “Recent Ad- 
vances in the Treatment of Cancer.” M. C. Schlecte and 
John C. Long, Jr., Plainview, discussed the recording. 

A grievance committee of Gene A. McClelland, Lockney; 
Gerald Wagner, Plainview; and Dr. Long was appointed. 
Randall Heye, Plainview, discussed the campaign for Dia- 
betes Week; and a nominating committee for officers was 
appointed 


December 14, 1954 
(Reported by John C. Long, Jr., Secretary) 

On December 14 the Hale-Floyd-Briscoe-Swisher Counties 
Medical Society met in Plainview to elect officers. They are 
Gerald Wagner, Plainview, president; Everette Dye, Plain- 
view, vice-president; Gene A. McClelland, Lockney, secre- 
tary-treasurer; Dorothy C. Long, Randall Heye, and J. Har- 
vey Hansen, all of Plainview, board of censors; and John C. 
Long, Jr., delegate. 

New members of the society are Grover C. Dils, Lockney, 
and Jack A. Harris, Petersburg. 


Harris County Society 
November 10, 1954 
(Reported by Mrs. W. M. Palm, Public Relations Secretary) 

The Harris County Medical Society met in the auditorium 
of the Jesse H. Jones Library Building on November 10 to 
elect officers. The 350 members present elected the follow- 
ing officers: Everett B. Lewis, president-elect; Hiram P. 
Arnold, vice-president; Donala Gready, treasurer; J. Allen 
Chamberlin, secretary; Robert K. Blair, executive board; 
A. Louis Dippel, board of censors; George Ehni, Charles 
Behrens, and William M. Sherrill, adjudication and medical 
testimony board; and William M. Donohue, Thomas L. 
Royce, and Ben T. Withers, medical jurisprudence. and 
public relations board. James E. Pittman is the new presi- 
dent. All the officers are from Houston. 

Charles D. Reece, Houston, retiring president, reviewed the 
activities of the society for the past year; committee and board 
reports were read and approved; and 26 living past presi- 
dents were introduced and presented with red carnations. 


Hill County Society ; 
November 9, 1954 
(Reported by Dick Cason, Reporter ) 

The Hill County Medical Society had as its guests mem- 
bers of the Johnson County Medical Society on November 
9. Mr. C. Lincoln Williston, Austin, executive secretary of 
the Texas Medical Association, and Mr. Philip Overton, Aus- 
tin, general counsel, gave a program about the Association. 
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December 10, 1954 
(Reported by Dick Cason, Reporter) 


The Hill County Medical Society met on December 10 
in Hillsboro to elect officers and hear a scientific program. 
The new officers, all of Hillsboro, are Nellins C. Smith, 
president; Garland McPherson, vice-president; and Charles 
A. Garrett, treasurer. The program was a tape recording 


from the Texas Medical Association on the use of ACTH 
and cortisone. 


Lamar County Society 
November 4, 1954 
(Harold E. Hunt, Secretary) 


The Lamar County Medical Society had eighteen mem- 
bers and two guests at the November 4 meeting to hear 
Everett C. Fox, Dallas, and Mr. C. Lincoln Williston, Aus- 
tin, executive secretary of the Texas Medical Association. 
Dr. Fox spoke on medical economics, and Mr. Williston ex- 
plained some of the services of the Association. 

Donald Lewis, president of the county society, appointed 
George Woodfin, Paris, to head a grievance committee with 
Marcellus Walker and Clarence Gilmore, both of Paris, as 
the other members. Also appointed by the president was 
Fairfax Breneman, Paris, as the American Medical Education 
Foundation representative from Lamar County. 


December 2, 1954 
(Reported by Harold E. Hunt, Secretary) 


The December 2 meeting of the Lamar County Medical 
Society was held at the Paris Golf and Country Club and 
was a social meeting honoring the woman's auxiliary. The 
following officers, all of Paris, were elected: N. L. Barker, 
president; F. V. Breneman, vice-president; Harold E.-Hunt, 
secretary-treasurer; D. R. Lewis, delegate; D. S. Hammond, 
alternate delegate; and T. E. Hunt, Jr., board of censors. 


Lubbock-Crosby Counties Society 


November 2, 1954 
(Reported by Richard K. O'Loughlin, Secretary) 


Lubbock-Crosby Counties Medical Society met in Lubbock 
on November 2 for a dinner meeting. F. J. L. Blasingame, 
Wharton, President of the Texas Medical Association, and 
Mr. C. Lincoln Williston, Austin, executive secretary, ad- 
dressed the group. Mr. Williston spoke on services available 
through the Association, and Dr. Blasingame discussed prob- 
lems facing American medicine today. 

Nominations for officers for the coming year were an- 
nounced. 


December 7, 1954 
(Reported by Richard K. O'Loughlin, Secretary) 
Treatment of Acute Peripheral Vascular Injuries—A. W. Bronwell, 

Lubbock. 

The Lubbock-Crosby Counties Medical Society met on De- 
cember 7 in Lubbock and heard the scientific program out- 
lined above. Sam Arnett, Lubbock, announced that the 
recent postgraduate course in Lubbock had been a success 
and that future meetings were planned. It was voted to 
have copies of the constitution of the society printed for 
yearly distribution to members. 

Elected as officers for next year were Richard K. O’Lough- 
lin, president; J. D. Donaldson, vice-president; Roy Riddel, 
secretary; Clyde Elkins, treasurer; Ben B. Hutchinson, board 
of censors; Frank C. Goodwin, delegate; and John Selby and 


Roy Loveless, alternate delegates. All of the officers are 
from Lubbock. 





Nolan-Fisher-Mitchell Counties Society 
November 18, 1954 


The Nolan-Fisher-Mitchell Counties Medical Society met 
on November 18 at Sweetwater and heard a program pre- 
sented by an official and a member of the staff of the Texas 
Medical Association. Robert W. Kimbro, Cleburne, Chair- 
man of the Board of Trustees, and Mr. C. Lincoln Willis- 
tion picture projector for the society, and Dr. Greathouse 
tween the county society and the Texas Medical Association. 


Nueces County Society 


November 9, 1954 
(Reported by G. S. Ahern, Secretary) 

The Nueces County Medical Society heard Mr. George 
Stevens, Corpus Christi, speak on “America’s New Tax 
Law” at the November 9 meeting in Corpus Christi. San- 
ford Glanz, Corpus Christi, discussed the present public 
relations status of the society and methods contemplated to 
improve it. William E. Morris, Corpus Christi, announced 
that members of the society pledged approximately $12,000 
to the United Fund. 


Pecos-Jeff Davis-Presidio-Brewster Counties Society 


December 7, 1954 
(Reported by D. J. Sibley, Jr., Secretary) 

The Pecos-Jeff Davis-Presidio-Brewster Counties Medical 
Society met on December 7 in Fort Stockton for dinner and 
a business meeting. Two motion pictures were shown to the 
members, and Charles E. Oswalt, Jr., Fort Stockton, ex- 
plained the purpose of the American Medical Education 
Foundation prior to the election of officers. New officers 
are V. A. Sherrod, Iraan, president; G. W. Greathouse, Fort 
Stockton, vice-president; D. J. Sibley, Jr., Fort Stockton, 
secretary; Walter Stover, Marfa, treasurer; C. E. Oswalt, Jr., 
Fort Stockton, delegate; and V. A. Sherrod, Iraan, alternate 
delegate. 

Following a discussion, it was decided to purchase a mo- 
tion picture projector for the society and Dr. Greathouse 
was appointed chairman of a committee to investigate the 
cost of projectors. 


Potter County Society 
November 7, 1954 


(Reported by Mrs. Cassie Atherton, Executive Secretary) 

Use of Quinidine in Heart Disease—Albert M. Goggans, Fort Worth. 

The Potter County Medical Society met on November 7 
in Amarillo and heard the above scientific program after a 
dinner. It was decided that the December meeting would 
be a social including wives as guests. Capres Hatchett, 
Holley Reed, and Gaylord Chase, all of Amarillo, were ap- 
pointed to make arrangements for the meeting. 


December 13, 1954 
(Reported by Mrs. Cassie Atherton, Executive Secretary ) 

The Potter County Medical Society met in Amarillo on 
December 13 for a cocktail party and dinner with the aux- 
iliary after electing the following officers: Ralph Carroll, 
president-elect; Capres S. Hatchett, vice-president; James L. 
Johnson, secretary-treasurer; E. A. Rowley and Ben T. Black- 
well, delegates; A. E. Winsett and A. J. Streit, alternate dele- 
gates; and Edward F. Thomas, board of censors, all from 
Amarillo. Walter C. Watkins, Amarillo, is president. 


Randall-Deaf Smith-Parmer-Castro-Oldham Counties Society 
December 13, 1954 


(Reported by B. A. Masters, Secretary) 


The Randall-Deaf Smith-Parmer-Castro-Oldham Counties 
Medical Society met on December 13 for a dinner with their 


wives and a business meeting. Officers elected were C. R. 
Nester, Canyon, president; E. P. Stewart, Tulia, vice-presi- 
dent; and B. A. Masters, Canyon, secretary-treasurer. 

After a discussion as to the time and place for regular 
meetings of the society, it was decided to meet alternately in 
Canyon and Hereford the third Tuesday of each month. 
The advisability of the formation of a woman’s auxiliary 
group for the society was discussed, and Mrs. M. W. Nobles, 
Hereford, was appointed to investigate further the feasibility 
of the formation of a group. 


Tarrant County Society 


November 2, 1954 
(Reported by S. W. Wilson, Secretary) 
Right to Look Human—W. P. Anthony, Fort Worth. 


The program outlined above was given to fifty-four mem- 
bers and five guests of the Tarrant County Medical Society 
at the November 2 meeting in Fort Worth. The members 
were reminded of the election procedure for new officers, 
It was announced that the membership drive for charter 
members of the Texas Geriatrics Society would end on No- 
vember 15. 


November 16, 1954 
(Reported by S. W. Wilson, Secretary) 


The Tarrant County Medical Society met on November 16 
in Fort Worth for a business session and to see the motion 
picture, ““Transduodenal Section of the Sphincter of Oddi 
for Pancreatitis,’ which was discussed by W. S. Lorimer, 
Jr., Fort Worth. 

Sixty-six members and two visitors were present for the 
nomination of officers; to hear E. E. Anthony, Jr., Fort 
Worth, chairman of the legislative committee, give a report; 
and to hear William P. Higgins, Jr., Fort Worth, report on 
a conference with telephone company officials about the 
listings of members in the yellow pages. 


Taylor-Jones Counties Society 


November 2, 1954 
(Reported by M. D. Turnbull, Secretary) 


The Taylor-Jones Counties Medical Society met on No- 
vember 2 in Abilene and elected the following officers: 
Jack M. Estes, Abilene, president; George D. Thurman, 
Abilene, vice-president; and Phyllis O. Helcher, Abilene, 
secretary. 


Tom Green-Eight County Society 


November 1, 1954 
(Reported by Joe L. Cornelison, Secretary) 


The Tom Green-Eight County Medical Society met on 
November 1 at San Angelo for a film on hypertension and 
a business session. During the business meeting, it was de- 
cided to invite Southwest Blood Banks, Inc., to establish a 
bank in San Angelo; the poliomyelitis situation in that area 
was discussed; and members were reminded of the Ameri- 
can Medical Education Foundation fund. 


November 8, 1954 
(Reported by Joe L. Cornelison, Secretary) 

The Tom Green-Eight County Medical Society held a 
called meeting on November 8 to discuss the relations of 
the press with the society. 

Lloyd Hershberger, San Angelo, was appointed medical 
director of the proposed local unit of Southwest Blood 
Banks, Inc., and a medical advisory committee of T. Gabe 
Coleman, K. B. Round, William H. McCaw, and W. D. 
Anderson, all of San Angelo, was appointed. 
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December 6, 1954 
(Reported by Joe L. Cornelison, Secretary) 

The December meeting of the Tom Green-Eight County 
Medical Society was a cocktail party and dinner meeting held 
jointly with the San Angelo Pharmaceutical Association in 
San Angelo and was attended by wives of members also. 

In the short business meeting held before the dinner, the 
following officers were elected: Joe L. Cornelison, presi- 
dent-elect; Rufus L. Powers, vice-president; Sam H. Gainer, 
secretary-treasurer; W. Lacey Smith, Robert A. Morse, and 
R. R. Jones, board of censors; Carl A. Kunath, delegate; 
and Ray G. Boster, alternate delegate. All are from San 
Angelo. T. Gabe Coleman, San Angelo, is the new president. 


Travis County Society 


November 16, 1954 
(Reported by C. H. McCuistion, Secretary) 

Use of Tricholine Citrate and Inosital (Lipotriad) in Treatment of 
Diabetic Retinitis and Senile Macular Degeneration—H. L. Hil- 
gartner, Austin. 

The Travis County Medical Society met on November 16 
in the headquarters building of the Texas Medical Associa- 
tion, Austin. In addition to the presentation of the above 
paper, two motion picture films on ACTH were shown. 

Five-minute capsules of information of newest medical 
advances as reported in current medical journals were given 
by the following members: Earl L. Yeakel, Jr., B. O. 
White, Pinckney C. Price, Benjamin F. Simms, and R. 
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Vincent Murray, Jr., all of Austin. 

New members of the society are Joseph H. Lawson, 
Donald S. Kennady, Tom E. Linstrum, Travis B. Phelps, 
Robert S. Ray, and John N. Sanders, all of Austin. 


DISTRICT SOCIETIES 


Tenth District Society 
November 16, 1954 
(Reported by Rider Stockdale, Secretary) 
Genito-Urinary Malignancies—Cecil M. Crigler, Houston. 
Intra Oral Cancer—William $. MacComb, Houston. 
Gastric Cancer—Incidence and Diagnosis—Sebron C. Dale, Houston. 
Gastric Cancer, Therapy—E. C. White, Houston. 
Cancer in Children—Grant Taylor, Houston. 


Discussion of Admission Policies of M. D. Anderson Hospital—Clif- 
ton D. Howe, Houston. 


The Tenth District Medical Society met in Port Arthur 
the afternoon of November 16 with eighty members present. 
Members of the staff of the M. D. Anderson Hospital and 
Tumor Clinic, Houston, gave the program outlined above. 
F. J. L. Blasingame, Wharton, President of the Texas Med- 
ical Association, spoke at the dinner meeting at the Port 
Arthur Roof Club that evening, discussing the importance 
of the county medical society to the Texas and American 
Medical Associations. The evening session was a combined 
meeting of the district society and the Jefferson County 
Medical Society. 


AUXILIARY SECTION 


Auxiliary Asked to Help Locate Journals 


The Woman's Auxiliary to the Texas Medical Association 
has been asked to help locate and obtain the following med- 
ical journals, all of which were published in Texas, to com- 
plete the files of the Texas Medical Association Memorial 
Library: 

Daniel’s Texas Medical Journal, vols. 1-8, 1885-1893. 


Galveston Medical Journal, vols. 1-5, 1886-1871. New 
series, vol. 1, nos. 1-3, Jan.-Mar., 1880; vol. 3, no. 1 as 
Texas Medical Journal; vol. 3, nos. 2-4 as Galveston and 
Texas Medical Journal. 


Medical Insurance and Health Conservation (Austin), 
vols. 1-31, 1891-1922. 


Medical Record and Annals (San Antonio-Houston ), vols. 
1-20, 1907-1926; vol. 24, 1930. 


Practical Medicine and Surgery (Austin), vols. 35-39, 
1921-1924. 

Proceedings of the State Medical Association of Texas, 
1869-1873. 


South Texas Medical Record (San Antonio), vols. 1-14, 
1907-1920. 

Texas Courier-Record of Medicine (Fort Worth), vols. 
1-34, 1883-1917. 

Texas Health Journal (Dallas), vols. 1-9, 1888-1896. 


Texas Medical and Surgical Record (Galveston) , vols. 1-3, 
1881-1883. 
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Texas Medical Gazette (Fort Worth), vols. 1-5, 1901-1905. 

Texas Medical Journal (Galveston), vols. 1-8, 1873-1879. 

Texas Medical Journal (Austin), vols. 9-35, 1893-1919. 

Texas Medical News, vols. 5-25. 

Texas Medical Practitioner (Dallas), vols. 1-11, 1888- 
1898. 

Texas Sanitarian, vols. 1-4. 

Transactions of the State Medical Association of Texas, 
up to 1900. 

Any of these journals which can be obtained should be 
sent to the Texas Medical Association Memorial Library, 
1801 North Lamar Blvd., Austin 1. 


COUNTY AUXILIARIES 


The Nacogdoches County Auxiliary held its annual sil- 
ver tea on November 10 at the home of Dr. and Mrs. Al- 
bert L. Nelson, Nacogdoches. Proceeds will be used to buy 
an air conditioning unit for the room in the maternity ward 
at City Memorial Hospital already furnished by the auxiliary. 

The Borden-Scurry-Kent-Garza-King-Stonewall Counties 
Auxiliary met in the home of Dr. and Mrs. J. O. Broaddus, 
Snyder, on October 14 and heard Mr. Bill Schiebel, Snyder, 
give a report on what is being done in the area toward 
civil defense and saw a movie on the subject. 

The Kerr-Kendall-Gillespie-Bandera Counties Auxiliary 
had a luncheon honoring Mrs. Mark H. Latimer, Houston, 
President of the Woman’s Auxiliary to the Texas Medical 
Association, on October 1 in Kerrville. Mrs. Latimer; Mrs. 
A. J. Streit, Amarillo, Fifth Vice-President; and Mrs. W. C. 
Barksdale, Borger, District 3 council woman, were guests of 
the Gray- Wheeler -Hansford -Hempbill - Lipscomb - Roberts - 
Ochiltree-Hutchinson-Carson Counties Auxiliary on October 
13 at the home of Dr. and Mrs. M. C. Overton, Pampa. 
They were also guests of the Hunt-Rockwall-Rains-Delta 
Counties Auxiliary on October 15 in Childress. 
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Dr. Robert B. Homan, El Paso, president of the El Paso 
County Medical Society, spoke to the E/ Paso County Aux- 
iliary on the purpose of an auxiliary at the October meeting. 

Mrs. L. F. McAfee spoke on “The History of Medicine” 
at the October 22 meeting of the Bowie County Auxiliary, 
which was held at the home of Dr. and Mrs. R. H. Chap- 
pell, Texarkana. 

The Potter County Auxiliary met on November 9 in 
Amarillo and heard Mr. Dord Fitz, Amarillo, speak on 
“Art Education for the Child.” 

The Wichita County Auxiliary heard Miss Maureen Mor- 
rison speak on “The. Visiting Teacher Program in the 


Wichita Falls School System” at an October 12 luncheon 
meeting in Wichita Falls. 

Auxiliaries honoring new members in October were the 
Travis County Auxiliary, with a coffee in Austin; the Nueces 
County Auxiliary, a coffee at the home of Dr. and Mrs, 
J. D. Landesman, Corpus Christi, on October 15; and the 
Bexar County Auxiliary, an outdoor supper in San Antonio 
on October 13 for new members of the auxiliary and the 
county society. 

The Harris County Auxiliary sponsored an open meeting 
featuring Mrs. Mary Dawson Cain, Summit, Miss., at the 
Jesse H. Jones Medical Library auditorium on October 25, 


DEATHS 


T.D. McCRUMMEN 


Dr. Thomas Dodson McCrummen, Austin, Texas, died in 
a local hospital on October 28, 1954, of multiple pulmonary 
emboli. 

Born on December 5, 1898, in Paris, Texas, he was the 
son of Jessee Cornelius and Sallie (Stone) McCrummen. 
He was educated in the Austin Public Schools and in 1921 
was graduated from the University of Texas, Austin, and 
in 1923 from the University of Texas School of Medicine, 
Galveston. He interned at the Philadelphia General Hos- 
pital until May, 1925, and then was chief resident physician 
at St. Christopher’s Hospital for Children, Philadelphia. 


Dr. THOMAS D. MCCRUMMEN 


Dr. McCrummen had been a member of the Texas and 
American Medical Associations continuously since 1927 
through Travis County Medical Society. He was certified 
by the American Board of Pediatrics and was a fellow of 
the American Academy of Pediatrics and the Academy—In- 
ternational of Medicine. He had been president of the Texas 
Pediatric Society, the Travis County Pediatric Society, and 
the Board of the Austin Community Guidance Center. In 
1942 he was secretary of the Section on Pediatrics of the 
Texas Medical Association. He was a delegate to the White 


An obituary ordinarily will not be published more than four months 
after date of death. Cooperation in reporting deaths of physicians and 
in furnishing appropriate biographical material promptly is solicited. 


House Conference on Child Health and Protection during 
President Hoover’s administration. He was a member of 
Alpha Phi Omega medical fraternity and of Delta Tau Delta 
fraternity. Dr. McCrummen belonged to the Presbyterian 
Church. 

The former Miss Elizabeth Wroe and Dr. McCrummen 
were married in Austin on June 10, 1929. In addition to 
his wife, Dr. McCrummen is survived by two sons, Thomas 
Dodson McCrummen, Jr., and Robert Wroe McCrummen, 
Austin; two sisters, Mrs. N. J. Morrisson, Chevy Chase, Md., 
and Miss Cecile McCrummen, Austin; and a brother, Rich- 
ard McCrummen, Seminole. 


J. R. KILMAN 

Dr. Joseph Ray Kilman died in Temple, Texas, Septem- 
ber 8, 1954, of myocardial infarction. 

Born in Corsicana on March 22, 1905, he was the son 
of Mr. and Mrs. John N. Kilman. He received his early 
education in Dallas and in 1928 was graduated from the 
Tulane University of Louisiana School of Medicine, New 
Orleans. He interned at Charity Hospital in that city prior 
to joining the staff of the Scott and White Hospital, Tem- 
ple, in 1930. After taking a residency in urology there 
from 1934 to 1937, he served as an associate in urology 
until his death, with the exception of four years in the Army 
Medical Corps during World War IL. 

A member of the Texas and American Medical Associa- 
tions through Bell County Medical Society continuously since 
1934, Dr. Kilman was a member of the Texas Urological 
Association, the Inter-City Urological Association, American 
Urological Association, and the South Central Section of the 
latter organization. He was certified by the American Board 
of Urology. Dr. Kilman was a member of Alpha Omega 
Alpha honorary medical fraternity, Nu Sigma Nu medical 
fraternity, and Sigma Alpha Epsilon fraternity. Past presi- 
dent of the Temple Lions Club, he was a Mason and was 
a former vestryman of the Christ Episcopal Church, Temple. 

The former Miss Sara Forrester and Dr. Kilman were 
married in Temple on October 17, 1930. She survives, as 
do a son, Joseph R. Kilman, Jr., Temple; his mother, Mer- 
cedes; and two sisters, Mrs. William C. Frost, Houston, and 
Mrs. L. R. Verscholye, Minneapolis, Minn. 


J. M. ALEXANDER 


Dr. James Minor Alexander died at his home in Abilene, 
Texas, on November 10, 1954, after a short illness. 

Born in Spring Hill, Tenn., the son of James Franklin 
and Elizabeth (Minor) Alexander, on September 18, 1867, 
Dr. Alexander attended the Louisville Medical College and 
the Kentucky School of Medicine, Louisville, and was 
graduated in 1889 from the former. He began practice in 
Victoria but in a few months moved to Abilene, where he 
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practiced until 1949, when he retired. In 1900 and in 
1903, he did postgraduate work in New York and in 1913 
studied in Europe for five months. In 1904 he opened the 
Alexander Sanitarium, believed to be the first hospital 
opened between Fort Worth and El Paso. 

Dr. Alexander had been a member of the Texas and 
American Medical Associations through Taylor-Jones Coun- 
ties Medical Society for more than fifty years, and he was 
elected an honorary member of the state organization in 
1947. In 1953 he was honored in a special ceremony by 
his county medical society. Dr. Alexander was a member 






















































Dr. J. M. ALEXANDER 


of the Episcopal Church. He was a member of the staff 
of Hendrick Memorial Hospital, one time serving as chief 
of staff. 

A rancher, Dr. Alexander owned land in Jones, Stone- 
wall, King, Knox, and Shackelford Counties. Since his re- 
tirement, he had spent much of his time with his grand- 
children and hunting with his bird dogs. 

Dr. Alexander married twice, first Miss Madge Quarles 
and after her death Miss Anna Lee Burns. Surviving are 
two sons, Minor Alexander and Sidney Alexander; a daugh- 
ter, Mrs. Lurline Niblo; and six grandchildren, all of 
Abilene. 


W. M. SYKES 

Dr. Walter Morris Sykes died at his home in Waco, Tex- 
as, on October 5, 1954, of cerebral thrombosis. 

Born in Norfolk, Va., he was the son of George Franklin 
and Elizabeth (Bell) Sykes. He obtained his preliminary 
education at the Robert Gatewood Academy, Norfolk, and 
the North Georgia Agricultural College, Dahlonega. Dr. 
Sykes attended the Kansas Medical College, Topeka, for one 
year and the Kansas City Medical College, Kansas City, Mo., 
for one year before being graduated in 1903 from the Uni- 
versity of the South Medical Department, Sewanee, Tenn. 
He practiced in Ramona, Okla., before World ‘War I, then 
moved to Dallas and practiced there until 1952, when he 
moved to Waco. Dr. Sykes retired four years ago because 
of failing health. He served in the Army Medical Corps 
from 1917 to 1919. 

Elected an honorary member of the Texas Medical Asso- 
ciation in 1952, Dr. Sykes had been a member of the organ- 
ization continuously since 1929 through Dallas County Med- 
ical Society and was a member of the American Medical 
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Association as long as he was in active practice. He was a 
member of the Military Surgeons of the United States. Dr. 
Sykes belonged to the Dallas Elks Lodge, the American 
Legion, and Phi Delta Theta fraternity. 

Dr. Sykes and the former Miss Vera Martin were married 
in October, 1905, in Topeka, Kan. He is survived by his 
wife; a son, Edward D. Sykes, Waco; a daughter, Mrs. Jane 
Sykes Baer, Alexandria, Va.; two brothers, Leigh Gordon 
Sykes and Steve B. Sykes, both of Norfolk, and three grand- 
children. 


M. L. HOLLAND . 


Dr. Martin Luther Holland, Denton, Texas, died in a Dal- 
las hospital on October 14, 1954, from coronary occlusion. 

Dr. Holland was the son of William M. and Florence 
(Lamb) Holland. He was born in Maben, Miss., on July 
5, 1886, and was educated at the Maben High School and 
Academy. Dr. Holland was graduated in 1911 from the 
Memphis Hospital Medical College, which later merged 
with the University of Tennessee College of Medicine, and 
took his internship at Vicksburg Charity Hospital, Vicks- 
burg, Miss. Dr. Holland began his practice in Schlater, 
Miss., in 1911 and practiced there until 1918, when he 
served in the Army Medical Corps. In 1920 he began prac- 
ticing in Ranger and in 1926 moved to Denton, where he 
was known as the first general surgeon to reside in that city. 

A member of the Texas and American Medical Associa- 
tions continuously since 1921, Dr. Holland served as presi- 














































Dr. M. L. HOLLAND 


dent of the Denton County Medical Society in 1932 and 
1950. He was a fellow of the American College of Sur- 
geons. A thirty-second degree Mason and member of the 
Shrine, Dr. Holland was a member of the Methodist Church. 

Dr. Holland was a lover of fine horses and Angus cattle. 
Seldom was there a parade in Denton that Dr. Holland 
was not riding at the front on one of his thoroughbred 
horses. 

The former Miss Mary Marlow and Dr. Holland were 
married in Ruleville, Miss., November 27, 1916. Surviving 
are his wife; two brothers, G. H. Holland and W. M. Hol- 
land, both of Maben; and four sisters, Miss Mary Holland, 
Maben; Mrs. C. W. McBee, Ruleville; Mrs. H. V. Mortimer, 
Lambert, Miss.; and Mrs. J. P. Pentecost, Gulfport, Miss. 

























D.G. DEATON 

Dr. David Grady Deaton died at his home in Galena 
Park, Texas, on October 14, 1954, from cancer. 

The son of Mr. and Mrs. John Deaton, Dr. Deaton was 
born on October 4, 1898, in Wise County. He was gradu- 
ated from Decatur High School and attended North Texas 
State Normal School, Denton, and the University of Okla- 
homa, Norman. In 1927 he was graduated from the Uni- 
versity of Oklahoma School of Medicine, Oklahoma City. 
After taking his internship at the old Baptist Hospital, now 
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Memorial Hospital, Houston, Dr. Deaton practiced in that 
city for three years. He then practiced in Goose Creek for 
four years, in San Benito as Cameron County Health Officer 
for eight years, and in Galena Park since 1948. He was 
director of the Harris County Health Unit in 1945. 

A member of the Texas Medical Association continuously 
since 1941 and the American Medical Association until 
1950, Dr. Deaton was a member through Harris County 
and Cameron-Willacy Counties Medical Societies. He was 
secretary of Cameron-Willacy Counties Medical Society in 
1943. He was a member of Alpha Kappa Kappa medical 
fraternity and founder of the Deaton Hospital in Galena 
Park. He was in the Student Army Training Corps during 
World War I. 

On August 29, 1923, Dr. Deaton and the former Miss 
Irene Wood were married in Blackwell, Okla. He is sur- 
vived by his wife; two daughters, Mrs. Ann Deaton Nichols, 
M. D., Galena Park, and Mrs. Mary Deaton Warren, Texas 
City; a son, John Wood Deaton, Galena Park; two sisters, 
Mrs. Essie Alderson, Hereford, and Mrs. Mattie Hubson, 
Fort Worth; and five grandchildren. 


B. F. SMITH 


Dr. Benjamin Franklin Smith, Jr., Houston, Texas, died 
on November 17, 1954, after an automobile accident near 
Angleton. 

Dr. Smith was born at Bentonville, Ark., on September 
10, 1887, the son of Dr. Benjamin Franklin Smith and 
Mary Anne (Craig) Smith. He attended Hillsboro Public 
Schools and was graduated from the University of Texas 
School of Medicine, Galveston, in 1912. After interning 
at St. Mary’s Hospital, Galveston, and St. Joseph’s Infirm- 
ary, Houston, he began practicing in Hillsboro. After about 


two years, Dr. Smith moved to Galveston where he prac- 
ticed for two and a half years before moving to Houston. 

A member of the Texas and American Medical Associa- 
tions almost continuously since 1913 through Galveston and 
then Harris County Societies, Dr. Smith was president of 
Harris County Medical Society in 1932. He had been pres- 
ident of the Texas Club of Internists, was on the staff of 
Hermann Hospital and St. Joseph’s Infirmary in Houston, 
and was clinical professor of medicine at Baylor University 
College of Medicine. During World War I, Dr. Smith was 
a captain in the Army Medical Corps and served in a base 
hospital in France for ten months. Dr. Smith was a mem- 
ber of the Methodist Church. He was the author of two 
books, Diabetes, and Manual of Electrocardiography. 

The former Miss Annie Mar Eastland and Dr. Smith 
were married November 26, 1913. In addition to his wife, 
Dr. Smith is survived by a son, James E. Smith, Clute City, 
and a sister, Mrs. C. S. Morgan, Hillsboro. 


A. VILLAREAL 

Dr. Andres Villareal died on September 7, 1954, at his 
home in El Paso, Texas, of coronary thrombosis and heart 
failure. 

The son of Felicitas and Mariana S. de Villareal, Dr. 
Villareal was born in Monterrey, Mexico, on August 13, 
1878. He was graduated from the Universidad Nacional 
Facultad Medicina, Mexico, D. F., in 1899 and did post- 
graduate work at the University of Pennsylvania School of 
Medicine, Philadelphia, and the University of Oxford School 
of Medicine in England. He had studied in Mexico City, 
Panama, and Barcelona, Spain, before moving to El Paso in 
1914. He specialized in surgery. 

Dr. Villareal had been a member of the American and 
Texas Medical Associations almost continuously from 1924 
to 1952. He was a member of the Catholic church. Dr. 
Villareal was a member of the Sociedad Veteranos de las 
Revolucion, having served as chief surgeon of the Northern 


Dr. ANDRES VILLAREAL 


Division under General Pancho Villa during the Mexican 
Revolution. He attained the rank of brigadier general. Dr. 
Villareal’s father was governor of the state of Monterrey. 

In 1909 Dr. Villareal and the former Miss May Walton 
were married in London. Surviving are his wife and a son, 
Dr. Leopoldo Villareal, both of El Paso, and three sisters, 
all of Mexico. 
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